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ROBBINS 
FOR SAFETY AND SPEED IN DERMABRASION 


INTRODUCTION OF THIS) PATENT-GRANTED HANDPIECE BY ROBBINS, ORIGI- 
NATORS AND PIONEERS OF THE EQUIPMENT FOR KURTIN TECHNIQUE OF DER- 
MABRASION, HAS ELIMINATED THE EVERPRESENT HAZARD OF ACCIDENTAL 
CUTTING AND GOUGING, INHERENT IN ANY CONVENTIONAL HANDPIECE. 


The Important Features of This Revo- 
lutionary, High Speed, Cool-Running, 


Ball Bearing, Flexible Wrist, Planing 

DERMACERATOR is most effective with KURTIN PLAN- Handpiece Are: 
ING BRUSH in Small size (2 mm.)*, but can also be used 1. ELIMINATION OF ACCIDENTAL 
as a conventional handpiece with Kurtin Brushes in other CUTTING AND GOUGING, due to 
aikes; the abutment guard gliding on the 
skin. By raising or lowering the 


handpiece angle, the operator is 
producing abrasion at a_pre-de- 
termined depth. 


2. EASIER, FASTER AND MORE 
EXACTING PLANING, due to a 
forward hold of the handpiece, 
with fingers positioning on top of 
the brush. 
» LESS EFFORT FROM THE OP- 

ERATOR, due to a reduction in 
the lateral pull produced by a 
firmer grip of the enlarged area of 
the handle. 


BETTER VISION, due to 95% re- 
duction in debris spraying blocked 
by the self-cleaning fender. 


PRICE—$48.50 


DERMACERATOR handpiece 
can be used for power actuated 
skin punch biopsy technique, en- 
abling the operator to obtain 
specimens with accuracy and 
speed from any desired depth of 
penetration. 

Robbins Power Actuated Stain- 
less Steel Biopsy Punches are 
made in graduating series from 
to 12 m.m. 


FOR EXCELLENT RESULTS IN COSMETIC SKIN SURGERY USE ORIGINAL INSTRU- 
MENTS MADE BY ROBBINS MEDICAL ENGINEERS, RESEARCHERS AND PIONEERS 


IN NEW DERMATOLOGIC METHODS, AND MAKERS OF QUALITY INSTRUMENTS 
FOR DERMATOLOGY, 


U. S. Patent No. 2,712,823 


ROBBINS INSTRUMENTS COMPANY 


Designers, Makers and Retailers of Dermatological Specialties 


CHATHAM, NEW JERSEY 


|. W. Burks, Jr, M.D. 
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For every topical indication, 
a Burroughs Wellcome ‘SPORIN’... 


Combines the anti- 
4“ inflammatory effect 
i of hydrocortisone with 
the comprehensive 


brand OINTMENT actericidal action 
Polymyxin B-Bacitracin-Neomycin with 1% Hydrocortisone Of the antibiotics. 


OINTMENT: Tubes of 4% oz. and 4 oz. (with applicator tip) for ophthalmic or 
dermatologic application. 


Otic Drops: Bottles of 5 cc. with sterile dropper. Polymyxin B-Neomycin with 1% Hydrocortisone 


Provides comprehensive 4 ® 
bactericidal action 

effective against virtually Ni FOS PO be N 
all bacteria likely 


to be found topically. brand ANTIBIOTIC OINTMENT 


Polymyxin B-Bacitracin-Neomycin 


OINTMENT: Tubes of 4 and 1 oz. and tubes of 4% oz. with ophthalmic tip. 

OPHTHALMIC SOLUTION: Bottles of 10 cc. with sterile dropper. Polymyxin B-Neomycin-Gramicidin 
NEW LoTION: Plastic squeeze bottles of 20 ce. Polymyxin B-Neomycin at 

Powper: Shaker-top bottles of 10 Gm. Polymyxin B-Neomycin-Bacitracin 


Offers combined anti- 

biotic action for treating 

conditions due to suscep- 

tible organisms amenable 
brand ANTIBIOTIC OINTMENT to local medication. 
Polymyxin B-Bacitracin 


OINTMENT: 


Tubes of % 0z., 1 02. and oz. (ophthalmic tip). 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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Instructions to Contributors 


Articles, book reviews, and other materials for publication should be addressed to the Chief 
Editor. Articles are accepted for publication on condition that they are contributed solely to this 


journal. 


An original typescript of an article, with one carbon copy, should be provided; it must be 
double or triple spaced on one side of a standard size page, with at least a l-inch margin at 


each edge. Another carbon copy should be retained by the author. 


The main title of an article may not contain more than eighty characters and spaces; a 
subtitle may be of any length. 


The author’s name should be accompanied by the highest earned academic or medical 
degree which he holds. If academic connections are given for one author of an article, such 


connections must be given for all other authors of the article who have such connections. 


If it is necessary to publish a recognizable photograph of a person, the author should 
notify the publisher that permission to publish has been obtained from the subject himself 
if an adult, or from the parents or guardian if a child. An illustration that has been published 
in another publication should be accompanied by a statement that permission for reproduction 
has been obtained from the author and the original publisher. 


Oversized original illustrations should be photographed and a print on glossy paper sub- 
mitted. Prints of a bluish tinge should be avoided. Large photomicrograph prints will be re- 
duced in scale unless portions to be cropped are indicated by the author. The author should 
submit duplicate prints of roentgenograms and photomicrographs with the essential parts that 


are to be emphasized circled, as a guide to the photoengraver. 


Charts and drawings should be in black ink on hard, white paper. Lettering should be 
large enough, uniform, and sharp enough to permit necessary reduction. Glossy prints of x-rays 
are requested, Paper clips should not be used on prints, since their mark shows in reproduc 
tion, as does writing on the back of prints with hard lead pencil or stiff pen. Labels should 
be prepared and pasted to the back of each illustration showing its number, the author’s name, 
and an abbreviated title of the article, and plainly indicating the top. Charts and _ illustrations 
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LUSTRATIONS SHOULD BE UNMOUNTED. 


References to the literature should be limited to those used by the autnor in preparation of 
the article. They should be typed on a special page at the end of the manuscript. The citation 
should include, in the order given, name of author, title of article (with subtitle), name of peri- 
odical, with volume, page, month—day of month if weekly or biweekly—and year. References 
to books must contain, in the order given, name of author, title of book, city of publication, 


name of publisher, and year of publication. 
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Squibb announces 


a new, topically superior 
anti-inflammatory steroid 


Squibb Triamcinolone Acetonide with Neomycin and Gramicidin (Spectrocin) 


Lotion 


with added 
antibacterial 
protection 


IS A SQUIBB TRADEMARK 


Kenalog-S is a new, clinically superior 
topical corticoid lotion with added 
protection against bacterial infection 
to rapidly relieve itching, inflamed 
or infected skin lesions. 


1. Provides effective anti-inflammatory, 
antipruritic, antiallergic action for rapid 
symptomatic relief. 
2. Produces clinical results superior to 
hydrocortisone. 

3. Extremely well tolerated—no edema, no 
electrolyte imbalance or systemic toxicity. 
4. 92% effective . . . typical of clinical re- 
ports, Kenalog-S Lotion proved 92%, effec- 
tive in 67 patients with various dermato- 
logic disorders.* 

5. Attacks pyogenic infections . . . protects 
against secondary infections . . . with the 
proved antibacterial action of Spectrocin 
(neomycin and gramicidin). 

6. The consistently effective results and 
the excellent spreading ability permits 
supplying of Kenalog-S Lotion in 7.5 ce. 
economy packages. 


and a companion to Kenalog-S 
Kenalo for topical application 
JE in dermatotherapy 


Effectively provides prompt symptomatic relief as well 
as control of most common dermatologic disorders. 
Kenalog Cream, 0.1°,—5 Gm. and 15 Gm. tubes 
Kenalog Lotion, 0.14; — 15 ce. plastic squeeze bottles 
Kenalog Ointment, 0.1%—5 Gm. and 15 Gm. tubes 


Monographs on Therapy 3:137 (Nov.) 1958 


Squibb Quality—the Priceless Ingredient, 


Sques | 

7/ 

~ 


you 
can prescribe for 
more 
patients 
with inflammatory and allergic dermatoses 


insurpassed therapy. 
with 


great security... 


Triamcinolone LEDERLE 


Several hundred patients with inflammatory and allergic dermatoses (including 
psoriasis, atopic dermatitis, exfoliative dermatitis, pemphigus, dermatitis herpetiformis, 
eczematoid dermatitis, contact dermatitis and angioneurotic edema) have 

been treated with aristocort for substantial periods up to one year. Good to 

excellent results have been achieved with dosages of ARISTOCORT averaging 14 to 4 
those of previous corticosteroids. 


Highly successful results were obtained by Hollander and his group! and Shelley 
and associates” in the treatment of psoriasis with aRIsTOcOoRT. The former found 
that when ARISTOCORT was temporarily replaced by prednisolone in 9 patients, there was 
prompt recurrence of psoriasis, which again disappeared on resumption of 

ARISTOCORT. Side effects usually were of “mild degree and detracted little from the 
delight of most of the patients in their improved skin condition.” 


Shelley and associates found it “gratifying to have a steroid compound which did not 
lead to fluid retention and edema.” They reported that 4 mg. of ARISTOCORT were 
equivalent in efficacy to 10 mg. of prednisolone in treating dermatites. 


Rein and associates* reported on patients with severe dermatitis who were treated with 
ARISTOCORT. Most of these patients had previously been on prednisolone. ARISTOCORT 

controlled the symptoms effectively on 24 the dosage of prednisolone. There was 
only a low incidence of side effects that did not require interruption of therapy. 


Appel and associates* and Friedlaender and Friedlaender® have also found aristocorT 
effective in treating dermatoses with about '% to 7 the dosages required with 
prednisone and prednisolone. The former group found that with aRIsTocorT there 


were no psychiatric disturbances, no hypertensive changes in any of the patients, 


and no abnormalities of electrolytes. 


Supplied: | mg. scored tablets (yellow) ; 2 mg. scored tablets (pink) ; 4 mg. scored tablets (white). 


Bibliography: 

1. Hollander, J. L.; Brown, E. M., Jr.: Jessar, R. A.: Smukler, N. M.; Udell, L.; Stevenson, C. R., 
and Bowie, M. A.: Paper read before Interim Session, American Rheumatism Association, 
Bethesda, Maryland, Dec. 6, 1957. 

2. Shelley, W.B.; Harun, J.S., and Pillsbury, D. M.: J.A.M.A,. 167 :959, 1958. 

3. Rein, C. R.; Fleischmajer, R., and Rosenthal, A. L.: J.AM.A,. 165:1821, 1957. 

4. Appel, B.: Tye, M. J., and Leibsohn, E.: Antibiotic Med. & Clin. Ther. 5:716 (Dec) 1958. 

5. Friedlaender, S., and Friedlaender, A. S.: Antibiotic Med. & Clin. Ther. 5:315, 1958. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, N. Y. 
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The improved new iocal anesthetic What's the new, 
highly efficient local anesthetic for minor surgical procedures? Many 
physicians say it's Gebauer’s new Fiuro-Ethyl. An actual report: “I have 
used your mixture of 25% Ethyl Chloride and 75% Freon for skin planing 
and | find it most efficient for my purposes. Freezing is fast, each con- 
tainer lasts a long time, results are highly satisfactory”. 

Equally useful as a local anesthetic for incision of furuncles, electro- 
cautery to small cutaneous tags, flat warts, nevi, and alleviation of needie 
pain in hypodermic injection. Non-flammable, requires no blower. 
Compare Fluro-Ethy!l with the product you have been using. Gebauer 
Chemical Company, 9410 St. Catherine Avenue, Cleveland 4, Ohio 


FLURO-ETHYL 
@)Gedauer's Ethy! Chioride in new Dispenseal amber glass. (2) Metal 


tube for doctor's emergency kit. (3) Fluro-Ethy! in the aerosol container CHEMICAL COMPANY 


CONTROL 
EMOTIONAL 
FLARE-UPS 
pUPT|ONS 


NM 1 lt OW n “is an effective addition to 
conventional 


meprobamate (Wallace) dermatological therapy.” 
In neurodermatitis, Eighty per cent of = relieves anxiety and tension 
atopic dermatitis, 224 patients with with exceptional safety 
enroute pr of = suitable for prolonged 
‘zemate skin disorders 
administration 
lichen planus, favorably to es does not impair physical 
ewaitenie adjunctive efficiency or mental alertness 
pruritus an therapy with References: 1. Sokoloff, 0. J.: Meprobamate (Miltown) 
‘ . “ as adjunct in treatment of anogenital pruritus. A.M.A. Arch. 
pruritus vulvae Miltown.’ Dermat. 74:393, Oct. 1956. 2. LeVan, P.: Clinical 


dermatologic studies of four chemically different 
tranquilizers. Clinical Med. 4:1089, Sept. 1957. 


® 
WALLACE LABORATORIES, New Brunswick, N. J. Literature and samples on voquet 


cm-7260 
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Here’s a question that will probably hang 
fire as long as we have chickens and 
eggs around. It’s the type of hypothetical 
— the people at Texas Pharmacal 

ompany amuse themselves with during 
siesta time. 


Take Lubriderm, for instance. What 
makes it one of the best skin lubricants 
money can buy? Naturally, we put only 
the finest materials we can find in this 
product, including cholesterol derivatives 
of lanolin—but we also pour into Lubri- 
derm manufacturing skills that have 
developed from years of research and 
experience. 


It wouldn’t be Lubriderm if we tried to 
save a penny by using something cheap. 
And on the other hand, it certainly 
wouldn’t be Lubriderm either, if we just 
dumped a lot of extra-special ingredients 
into a bottle—stuck a label on it—and 
forgot the whole thing. 


It takes a lot of know-how on the part 
of the hen to provide your breakfast 
eggs. And you can bet your bottom dol- 
lar it takes more than a little know-how 
to combine the best ingredients in the 
world and come up with... 


LUBRIDERM 


..- for dry skin 


You can easily judge for yourself whether Lubriderm is worth 
all the fuss we go to to make it. Use it yourself or have one of 
your patients give it a whirl. You'll find Lubriderm soothes and 
relieves dry, uncomfortable skin almost as fast as you can rub 
it in. Lubriderm never feels sticky or “smothery”. Lubriderm 
always smooths right in without a greasy film. 


We'll be glad to supply the Lubriderm, of course — just write 
us. If you want a stock size bottle for your own use, be sure to 
say so; otherwise, we'll probably just send samples. 


TEXAS PHARMACAL COMPANY 


° SAN ANTONIO, TEXAS 


cn Care 
4 
3% 
¢ 


at 

last 
immunity 
to 

poison ivy 

| and 
poison oak 


alum-precipitated pyridine-ivy extract suspended in saline solution 


AQUA IVY PRODUCED GOOD TO EXCELLENT RESULTS 
—up to 93% of. cases! 


AQUA IVY IS EASILY ADMINISTERED 


“In our experience the alum-precipitated pyridine-ivy suspension 

in saline solution (Aqua Ivy) is superior to either the alcohol/ether 

or the oil resorption materials. This is because of the ease of its 
administration, its concentrated dosage, and its more effective clinical 


results along with lessened possibility of exacerbations of symptoms...” 


No pain upon injection which is given subcutaneously with a 
% inch 26-gauge needle. 


AQUA IVY IS NON-TOXIC AND NON-IRRITATING 


In 121 cases “'... no incidence of nephritis or exacerbation of 
dermatitis . . . even when Aqua Ivy was administered to children 
as young as 2 years of age.’’? 


“All of the patients accepted the outlined schedule without experiencing 
either local or systemic reactions.’’* 


“The alum-precipitated pyridine-ivy product appears to be non-toxic."’? 
No dermatit’s secondary to accidental contact of Aqua Ivy with the skin. 


Also available as AQUA IVY, AP® TABLETS for oral prophylaxis, in bottles of one hundred 
tablets of 0.6 mg. each. Each tablet contains 0.6 mg. dry alum precipitated pyridine-ivy. 


Literature on request— WRITE TO DEPT. A 


10 East 40th Street, New York 16, N. Y. 
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The 3 grades of BRASIVOL 
permit a logical 3-step 
course of therapy: 


Mild abrasion 
for 2-4 weeks with 


BRASIVOL 
FINE 


More 
vigorous abrasion 
for 2-4 weeks with 


BRASIVOL 
MEDIUM 


BRASIVOL introduces a new concept in the treat- 
ment of acne: prolonged superficial abrasion 
precisely adjustable to the patient's progress. Ten 
years of clinical studies in over a thousand acne 
patients have demonstrated the success of con- 
tinuous abrasion in maintaining patency of the 
sebaceous ducts by gentle desquamation, thereby 
reducing comedones, papules, pustules and cysts, 
and minimizing post-acne scarring. 


BRASIVOL contains non-silicon abrasives (fused 
synthetic aluminum oxide) of carefully selected 
particle sizes and in appropriate ratios, with 
hexachlorophene 1.0%, in a specially formulated 
base of soap and synthetic detergent. 


1. Saperstein, R. B.: Presented at 107th annual 
meeting of American Medical Assn., San Francisco, 
Calif., June 23-27, 1958. 


SUPPLIED: 
Jars of Brasivol Fine 6 0z.; Brasivol Medium 61 02z.; 
Brasivol Rough 7 oz. 


Brasivol 


GRADED CLEANSER FOR ACNE 


Maintenance 
treatment for as 
long as needed with 


BRASIVOL 
ROUGH 


Write for samples and informational literature 


STIEFEL LABORATORIES, INC. 
Oak Hill, New York 


Canadian representatives: 
WINLEY-MORRIS CO., LTD., Montreal 29, Quebec 


fee 
Never petore yn 
raqe ong -term abrasion 
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hits the disease but spares the patient 


Upjohn 


The Upjohn Company 
TRADEMARK FOR METHYLPREONISOLONE, UPJOHN Kalamazoo, Michigan 


We 
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No longer itched 


bothered or 
bewildered 


Pruritus is relieved rapidly and erythema and lichenification of the skin 
are reduced within a short period after initial application of NEO-CORT-DOME. 
Secondary infection is controlled and the normal pH of the skin and external 
auditory canal is restored and maintained with NEO-CoRT-DOME. 


FOR INFECTIOUS DERMATOSES AND OTITIS EXTERNA 


NEO-CORT-DOME” 


CREME AND LOTION pH 4.6 


Hydrocortisone-Neomycin-In Aluminum Acetate Vehicle 


Note: Lotion is especially effective in hairy areas and in 
tissue folds. Supply: %2% or 1% hydrocortisone, with 
5 mg. per gm. Neomycin Sulfate in 42 0z., 1 0z., 4 oz. 
squeeze bottles. (42 oz. size has special soft plastic tip 
for easy application into external ear in otitis externa). 
Sample and literature available on request. 


INCORPORATED 
IN EXCLUSIVE 
ACID MANTLE 
VEHICLE 


DOME CHEMICALS INC. oar 


125 West End Avenue, New York 23 er 
665 N. Robertson Blvd., Los Angeles 46 


In Canada: 2675 Bates Road, Montreal 


4 
1 
| 
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Wyeth 


® 
Philadeiphia 1, Pa. 


Conforms to Code 
for Advertising 


acceptably flavored... 


your answer to tablet problems 
in anxiety and tension states 


e in children 

e in the aged 

e in all patients who reject tablet 
medication 


SUPPLIED: Suspension, 200 mg. per 5-cc. teaspoonful, bot- 
tles of 4 fluidounces. Also available: Tablets, 400 mg., scored, 
bottles of 50; 200 mg., scored, vials of 50. WYSEALS” 
EQUANIL, tablets, 400 mg., vials of 50. 


RELIEVES TENSION—MENTAL AND MUSCULAR 


now, for the first time, liquid mepro amate ; 
’ 
: 
F 
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save 
time 
and 
motion 
where 
wet packs 
are 


DERMPAK 


Therapeutic Gloves 


For a time-saving and convenient 
method of wet compress therapy 
dermatologists are turning to DERM- 
PAK Therapeutic Gloves when treat- 
ing eczematous processes of the 
hands. 

DERMPAK Gloves are widely 
accepted because they not only con- 
serve valuable personnel time but 
meet with exceptional acceptance by 
the patient. 

DERMPAK Gloves are made of 
12-ply quilted hospital gauze... 
sterilized before packaging. They 
are durable and may be washed and 
re-used many times. 

Available, one pair to a sealed 
package, in small, medium or large 
sizes. 

A free sample glove will be sent 
on request. 


required... 


7% Minutes to Wrap 23 Seconds to DERMPAK 


Actual motion study of Registered 
Nurse instructress putting on and fas- 
tening DERMPAK Therapeutic Glove 
gauze. on hand. 


Actual motion study of Registered 
Nurse instructress wrapping hand 
with twelve thicknesses of two inch 


DERMPAK CORPORATION 
282 East 5th Street e St. Paul, Minnesota 


Manufactured and distributed under license from 
the Minnesota Dermatological Society. 


M 
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BECAUSE 
ANXIETY, TOO, 
SHAPES THE 
DISEASE 


improves outward eruption + promotes healing and clearing of 
lesions « helps relieve intense pruritus « provides antiallergic, 
anti-inflammatory benefits 

modifies inward disruption + relaxes tension that "lashes" itch 
* stops scratching that adds itch-insomnia to injury in 
neurodermatitis, atopic dermatitis, exfoliative dermatitis and 
all dermatologic allergies aggravated by inner turmoil 


STEROTRIL Tablets, 2.5 mg. METICORTEN" (prednisone) and 2 mg. TRILAFON® 
(perphenazine); bottles of 30 and 100. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


ST-J-319 
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in steroid-responsive dermatoses 


New Books for Dermatologists 


Published in 1958... 


VASCULAR SPIDERS AND RELATED LESIONS OF THE SKIN by William B. Bean, 
Univ. Hosp., lowa City, lowa, A 20-year study of vascular spiders in abnormal conditions as well 
as in healthy persons—a study pursued wherever spiders were encountered. Based on extensive 
clinical experience, observation, and note taking. Brings together the evidence pro and con re- 
lating to the possible humoral mechanism of production of vascular spiders and palmar ery- 
thema with a discussion of the various hypotheses relating to their genesis. Valuable information for 


all in clinical practice. 388 pp., 142 il. (2 color plates), $8.50 


PSYCHOTHERAPEUTIC DRUGS by Ashton L. Welsh, Univ. Cincinnati. Dr. Welsh’s much- 
needed and timely book brings together in one source important information about certain psycho- 
therapeutic agents for which “peace of mind” has been claimed. It will be a boon to the derma- 
tologist who daily faces the “Great Imitator’—the drug reaction. It should be required reading 


for every physician who prescribes ataractic drugs. 160 pp., (Amer. Lec. Dermatology), $4.75 


To Be Published in 1959... 


CUTANEOUS MANIFESTATIONS OF THE 


LEUKEMIA CUTIS by Samuel M. Bluefarb, 
Northwestern Univ. Med. School. Dr. Bluefarb 
is eminently qualified for this monumental task 
of collecting in one monograph the tremendous 
knowledge recorded on various aspects of this 
terrifying group of diseases. The length and 
breadth of his experience have given him the 
mature judgment needed to review and evaluate 
nearly 1,000 articles on leukemia and to extract 
from each material pertinent to this monograph. 
He has placed in his debt all concerned with 
the medical practice, teaching, or investigation 
of leukemia. For the investigator he has illumi- 
nated brightly the road ahead. (Amer. Lec. 
Dermatology) June. 


MALIGNANT LYMPHOMAS by Samuel M. 
Bluefarb. “This book in which the contents far 
exceed the promise of the title, contains a dis- 
cussion of treatment as well as other aspects of 
the lymphomas gathered from the spectrum of 
the most rare to the most frequent manifesta- 
tions of these diseases as described in the 
earliest to the most recent literature . . . ma- 
terial so comprehensively gathered, carefully 
evaluated, meticulously documented and thorough- 
ly studied can only be the result of a long 
period of gestation, nourished by keen interest. 
constant search, vast experience and_ infinite 
patience.’—From the Introduction by Steven O. 
Schwartz. (Amer. Lec. Dermatology) March. 


X-RAY AND RADIUM IN DERMATOLOGY 
by Bernard A. Wansker, Duke Hosp. In no 
other book on the market can you get the facts 
of the scope of roentgenology as applied to the 
treatment of skin disorders in more succinct, 
simple, and clearly presented form. This di- 
gested, tested, factual working knowledge deals 
in practical terms with the use of techniques 
of the roentgenologist in treating many cutaneous 
lesions extending from perfectly benign areas 
to hemangiomas and carcinomas of the skin. It 
guides you into the physics of radiation without 
bearing down with calculus. April. 


CHARLES C THOMAS «¢ PUBLISHER 


301-327 East Lawrence Avenue 


SPRINGFIELD ¢ ILLINOIS 


All this for 
one monthly fee 


¥ Enjoy the most modern x-ray facilities . . . 
avoid obsolescence losses 


# No surprise ‘extras’ — covers periodic in- 
spection, maintenance, replacement tubes, 
parts 

¢ Freedom to add or replace equipment as 
improvements appear 

¥ G.E. pays for insurance . . . assumes prob- 
lem of collecting for equipment damage 


¢ G.E, pays local property taxes 


lee without capital outlay 


the difference is 


Maxiservice 


rental 


Here’s the perfect answer for a cost-saving 
x-ray installation, casy to keep abreast of im- 
portant new developments, G-E Maxiservice 
ties up one of your capital... eliminates 
trade-in losses — progress determines your 
time for exchange, not finances. In effect, you 
contract for utility, convenience, flexibility 
and service, not for just equipment. 

For complete details, contact your G.E. 
X-Ray representative, or clip coupon below 
for your copy of our new 
Maxiservice booklet. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Room P-37 


Send your new 12-page MAXISERVICE booklet to: 


Progress /s Our Most Important Product 


GENERAL ELECTRIC 


Nome 


Address 
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for dramatic relief of penicillin reactions— 
early treatment with 


NEUTRAPEN 


(NEUTRALIZES PENICILLIN) (Penicillinase Injectable,* SchenLabs) 


the only specific for penicillin reactions 


“Penicillinase |[Neutrapen] should be given as soon as possible 


after onset of symptoms.””® 
(M. C. Zimmerman — Antibiotics Annual, 1957-58) 


@ effective in 97% of cases! 

@ acts within an hour, lasts up to a week2.* 
@ one injection sufficient in 80% of cases! 
@ itching abates promptly‘ 

@ most reactions clear in 12 to 96 hours! 
@ well tolerated!’ 


@ may be lifesaving in certain anaphylactoid reactions®7 


Obscure sources —even cases with no history of penicillin therapy respond 
to NEUTRAPEN if the reaction has been caused by penicillin from sources 

such as milk, Roquefort or Bleu cheese, or penicillin-containing vaccines.’"” 
NEUTRAPEN — 800,000 units I. M.—should be given as soon as symptoms 
appear. May be repeated on the third day if response is not satisfactory. 

In anaphylactic reactions, epinephrine should be given and other supportive 
measures should be instituted immediately, followed by 800,000 units 

of NEUTRAPEN I. V. and 800,000 units I. M. 


contraindications: None. side effects: Occasionally transient local 
soreness, erythema, and edema; rarely, transitory chills and fever. 
supplied ; 800,000-unit, single-dose vials of lyophilized penicillinase 
powder. Stable at room temperature in the dry state. 


References: (1) Zimmerman, M. C.: Clin. Med. 5:305, 1958. (2) Becker, R. M.: New Engiand J. Med. 
254:952, 1956. (3) Chen, J. Y. P; Bard, J. W.,, and Balsito, A. A., in Welch, H., 

and Marti-Ibafiez, FE: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 

1958, p. 321. (4) Minno, A. M., and Davis, G. M.: J.A.M.A. 165:222 (Sept. 21), 1957. 

(5) Zimmerman, M. C., in Welch, H., and Marti-Ibafiez, F: Antibiotics Annual 1957-1958, 

New York, Medical Encyclopedia, Inc., 1958, p. 312. (6) Becker, R. M.: Ann. Int. Med. 

48:1228, 1958. (7) Becker, R. M., in Welch, H., and Marti-Ibafiez, F: Antibiotics Annual 

1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 310. (8) Davis, G. M.: 

Discussion, Antibiotics Symposium, Washington, D. C., October 3, 1957. 

(9) Zimmerman, M. C.: J.A.M.A. 167:1807 (Aug. 9), 1958. 


REG. PAT. OFF. * PATENTS PENDING Seose 


([Schehlabs/ ScHENLABS PHARMACEUTICALS, INc., New YorK 1, N. Y. 
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Neo-Resulin-F Cream 
(Neomycin, Resulin, Hydrocortisone, Almay) 
8 regression of existing lesions — 
1 subsequent pustular developr 


New multifaceted Neo-Resulin-F provides unusually broad corrective and pro- 
phylactic action in acne rosacea and acne vulgaris. Resorcin and sulfur supply 
basic keratolytic, antiseborrheic, dehydrative action. Hydrocortisone controls 
inflammation, hyperemia and pruritus and has been postulated to forestall 
hyperkeratosis at follicular openings, thus preventing subsequent occlusion. 
Neomycin reduces bacterial growth and clears pustular infection, thus limiting 
the possibility of permanent scarring. 

If a topical antibiotic is not desired, Resulin-F is available without Neomycin. 


Composition: Neomycin Sulfate 0.5% (equivalent to 0.35% Neomycin base); Resorcinol Monoacetate 
1.5%; sulfur 2.0%; Hydrocortisone 0.5%; Alcohol by weight 8.5%. Dosage: Apply 3 times daily to 
lesions and associated skin areas. Supplied: 15 Gm. tubes. Samples and Literature Available on Request 


) 
: 
Sehioffelin & Co. | Sa 7. 
ALMAY Division of tance 17 New York 3, New York 
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(1) Miller, E. W., Jr.: New 
York J. Med. 56:1446, 1956. 


(2) Garnes, A. L., and 
Barnard, R. D.: Angiology 
8:13, 1957. (3) Morrison, J. 
E., and Casali, J. L.: Am. 
J. Surg. 93:446, 1957. 
(4) Miller, J. M.; Godfrey, 
G. C.; Ginsberg, M., and 
Papastrat, C. J.: Postgrad. 
Med. 22:609, 1957. 


(5) Katz, R. I.; Reese, J. W., 
and Byrne, J. J.: Am. J. 
Surg. 95:102, 1958. (6) Car- 
penter, E. B.: Virginia M. 
Month. 85:22, 1958. 
(7) Wood, O. H.: Maryland 
M. J. 7:265, 1958. (8) Burke, 
J. FE, and Golden, T.: Am. 
J. Surg. 95:828, 1958. 
(9) Miller, J. M.: Surgery 
43:939, 1958. (10) Carter, 
C. H., and Maley, M. C.: 
M. Times, in press. 


on a unique debriding-healing agent 


The increasing body of clinical evidence proves PANAFIL Ointment singularly effective in the treatment of 
chronic and infected wounds and ulcers. 

All investigators'” agree that PANAFIL produces and maintains a clean wound base and encourages normal 
healing. 

The rapid, clean healing observed with PANAFIL therapy results from a unique combination of ingredients: 


@ Papain, a proteolytic enzyme — digests necrotic tissue and liquefies exudate without harm to 
healthy tissue —tends to eliminate local infection by removing the bacteria-supporting substrate. 


@ Urea, a protein-solvent— augments the debriding action of papain by exposing protein 
substrates to complete proteolysis. 


®@ Chlorophyll Derivatives (water soluble)—control inflammation by protecting viable tissue 
from the effects of protein breakdown products—encourage normal healing, reduce necessity 
for skin grafting. 


Packacine: Available on prescription only in 1-02. and 4-02, tubes. 


Pana fil for local treatment of wounds and ulcers 


(Rystan) company - MOUNT VERNON, NEW YORK 


30958 
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athlete’s foot 
it’s a family problem... 
except for me 


Athlete’s Foot — one of the most prevalent 
and troublesome fungus infections today — is 
estimated to affect 90% of the population at one 
time or another. Desenex, containing the 
unsaturated fatty acid, undecylenic acid, has 
proved to be one of the most potent antimycotic 
agents known for effective treatment 

of superficial fungus infections. 

Night and Day Treatment 

At Night — Desenex Ointment (zincundecate) 
—1 oz, tubes. During the Day — Desenex 
Powder (zincundecate) — 112 oz. container. 

Also — Desenex Solution (undecylenic acid) — 

2 fl. oz. bottles. In Otomycosis — Desenex 


FOR ATHLETE’S FOOT 


fast relief from itching 
Solution or Ointment. prompt antimycotic action 


continuing laxis 
Write for samples prophy 


MALTBIE LABORATORIES DIVISION 
Wallace & Tiernan Inc. * Belleville 9, N. J. po-91 
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COSMETOLOGY 
...and what it 
means to your patients 


Cosmetics and the Modern Woman 


Now more than ever, cosmetics exert major influences 
in the life of the modern woman—your patient. The 
right preparations provide real psychological benefits. 
To be conscious of looking better is to feel better. 
Carefully selected and skillfully applied cosmetics 
complement her dress and accessories. They may 
prove invaluable in the achievement of a successful 
business career or for increased social recognition. 
And for her outdoor activities, creams and lotions 
protect against excess drying, chapping and scaling 
from overexposure to low humidities, the hot sun and 
temperature extremes. 


Applied Science to Cosmetic Art 


Strides have been made in recent years toward greatly 
improved cosmetic products through scientific for- 
mulation and precise quality control. Recent discov- 
eries and technologic methods from the chemical and 
physical sciences as well as from dermatologic re- 
search have contributed to this progress. And there 
are new research vistas about to appear because “The 
need for increasing the scope and number of investi- 
gations relating to fundamental problems of skin 
physiology, biochemistry, pharmacology, and toxi- 
cology cannot be stressed too strongly.”! 


Beauty Through Cosmetology 

The Helena Rubinstein Laboratories has devoted 
thirty-five years to studying cosmetics, skin structure 
and function. This group has contributed to the devel- 
opment of new compounds and synthetics—the com- 
plex aromatics, the emulsifiers, the emollients, the 
catalysts—and how they may best be utilized for 
improved cosmetology. 


1. Lehman, A. J.: J.A.M.A. 164:416 (May 25) 1957. 


CLINICAL RESEARCH DIVISION 


HELENA RUBINSTEIN, tc. 


©19se HELENA RUBINSTEIN, INC. 03859 


| 
| 
‘ 
d 
de 


A TRANQUILIZER UNIQUE 
IN DERMATOLOGIC PRACTICE 


| dermatoses respond to 


Feinberg: “Tranquilizing drugs in general have an 
equivocal effect on the manifestations of allergic 
disease. . . . ATARAX may be one exception to t 
rule... 


—Added antihistaminic action of ATARAX controls 
la wide variety of dermatological exacerbations: 
pruritus, urticaria, Germatitis, and other cutaneo 


eruptions.2.3.4.5 


Feinberg! obtained “most striking results” in 17 
patients with chronic urticaria. The effect of 
a ATARAX was excellent in 15, fair to good in 2. After 
objective evaluation of 140 patients, Robinson? 
m concludes that ATARAX is “valuable adjuncti 
a therapy” for patients whose dermatoses are 
lated to emotional tension. 


Dosage: Adults, one 25 mg. tablet, or one tbsp. S 
q.i.d. Children, 1 or 2 tsp. Syrup t.i.d. 


Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablet: 
botties of 100. Syrup, pint botties. Parenteral Solu- 
tion, 10 cc. multiple-dose vials. : 


References: 1. Feinberg, A. R., et al.: J. Allergy 29:358 
(July) 1958. 2. Robinson, H. M., Jr., et als South. M. J. 
50:1282 (Oct.) 1957. 3. Santos, |. M., and Unger, L.. Paper 
presented at 14th Annual Congress, American College of 
Allergists, Atlantic City, New Jersey, April 23-25, 1958. 
4, Coirault, M., etal,: Presse méd. 64:2239 (Dec. 26) 1956. 
5. Robinson, H. J., Jr., et al.: J.A.M.A. 161:604 (June 16) | 
1956. 4 


get under . 
the patientoas 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., inc. 
Science for the World's Well-Being 
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ACCUMULATING EVIDENCE shows the 


“In treatment of seborrhoea of the scalp 
with cadmium sulfide 1% (Capsebon), a 
good result was obtained in 71% of the 
127 cases, a fair result . . . in 15%, and 
no result in 14%. The preparation is an 
excellent shampoo. Its use does not 
bring about ‘rebound’ oiliness. No toxic 
side effects were seen.” 


CLINICAL STUDY OF CADMIUM 
SULFIDE SHAMPOO 


Canad. M. A. J. 79:917 (Dec. 1) 1958 


J. H. HARVEY, M.D., and L. P, EREAUX, M.D. 


PRELIMINARY AND SHORT REPORT 


CADMIUM SULFIDE SHAMPOO 
IN SEBORRHEA CAPITIS 


J. Invest. Dermat. 29:159 (Sept.) 1957 


“Of eighty-four patients treated for seb- 
orrheic problems in the scalp with. . . 
cadmium sulfide shampoo . . . seventy- 
nine [94%] obtained good to excellent 
results.” 


W. L. KIRBY, M.D. 


** ... this preparation does appear to be 
one of the better antiseborrheic agents. 
The effectiveness and cosmetic accept- 
ability of this preparation would appear 
to warrant its further use.” 


New Beneficial Agents in the 
Treatment of Acne Vulgaris 
and Seborrheic Dermatitis 

Postgrad. Med. 24:439 (Oct.) 1958 


D. G. STOUGH, M.D.; ROBERT LEWIS, M.D.; 
B. L. FARMER, M.D.; L. S. OSMENT, M.D., 
and R. 0. NOOJIN, M.D. 


ee 


Cadmium Shampoo . an extremely useful agent in 


Treatment control of chronic or recurrent sebor- 

Of Seborrheic rhea of the scalp . . . an important con- 
tribution...” 

Dermatitis 


J. FRED MULLINS, M.D., 
and JAMES R. BARNETT, M.D. 


Texas J. Med. 53:640 (Aug.) 1957 


effectiveness of this therapeutic shampoo 


BEFORE 


THESE STATEMENTS REFLECT THE 


GROWING RECOGNITION OF CAPSEBON'’'S 


e effectiveness e high degree of safety 
e cosmetic acceptability 


Capsebon is easy to apply—easy as an ordinary shampoo, and just as quick. 


Available in 4-0z. bottle, on prescription only. 
Additional references available from Professional Service Department on 
request. 


apsebon 


1% cadmium sulfide suspension 


PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 
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PROTECT SKIN 


AGAINST A WIDE RANGE OF IRRITANTS 


© in industry 


e in the home 


Silicote provides an important advance in protecting 


skin from dry and aqueous irritants—prophylactically 
to prevent skin maceration, and therapeutically to 
exclude water, soap, and other substances from derma- 


toses that may be aggravated by them. 


Clinical tests show that Silicote provides 


excellent protection against soap and 


water and soluble cutting oils.’ 


The protective property of Silicote is 
purely mechanical. Protective efficiency 
is necessarily determined by the nature 
and frequency of exposure. Frequency of 


application should be adjusted to pro- 


vide adequate protection with minimum dosage. 


SUGGESTED DOSAGE: Cleanse area thoroughly with 


soap and water. Apply thin film as required and rub 
in well. If skin is exposed constantly to irritant, apply 
every 2-4 hours, or as needed to provide protection. 


“A ay It is not necessary to remove original coat before 


applying subsequent coats. Any objectionable greasi 


in Housewife's Eczema 
Industrial Dermatoses 
Chapping—Chafing 
Intertrigo 

Diaper Rash 

Chronic Dermatoses 
Aqaravated by Soap 
and Water 


SILICOTE CONTAINS 
30% dimethicone (silicone) in a 
specially prepared  petrolatum 
base. Contains no water-soluble 
inaredients. 


ness may be removed by wiping with a dry cloth, or 


washing gently with soap and water. 


CONTRAINDICATIONS: Do not use on weeping or 


infected areas. 


Send for samples and 
literature 


|. Shaw, J. M., and Crowe, F. W.: 
Skin Protective Ointments. Arch. 
Dermat. & Syph. 71: 379, 1955. 


ARNAR-STONE LABORATORIES, INC. MT. PROSPECT, ILLINOIS 


in Canada: Brent Laboratories, Ltd., Toronto 


SILICONE OINTMENT 
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CIN Tetracycline ACHROMYCIN V_ Tetracycline with Citric Acid Lederle 


ACHROMYCIN V: Capsules + Pediatric Drops «+ Syrur 


ACHROMYCIN: Capsules + Ear Solution 0.5% + Intramuscular + Intravenous « Nasal Suspension witt Hydrocortisone and Phe: 
Ointment 3% + Ointment 3% with Hydrocortisone 2% + Ophthalmic Oil Suspension 1% +« Ophthalmic Ointment 1° * Ophthalm 
1% with Hydrocortisone 1.5% « Ophthalmic Powder (Sterilized) * Ora! Suspension ¢ Pediatric Drops 


SPERSOIDS® Dispersible Powder Surgical Powder (Sterilized) +« Syrup + Tablets 


*Reg. U. S. Pat. Off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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Si reasons for using 


AVEENO OINTMENT 


as a base for your prescriptions 


= Absorbs skin exudates 
Soft creamy texture 
Washes off easily 


w More soothing (because it contains Aveeno 
Colloidal Oatmeal) 


 Anti-bacterial 
AVEENO® OINTMENT is compatible with al! medica- 


ments that may be added to Lassar’s Paste. Typical 
compatibilities are: 


Salicylic Acid Phenol 

Sulfur Ichthammol 
Ammoniated Mercury Coal Tar 
Resorcinol Hydrocortisone 


Active Ingredients: Aveeno ® Colloidal Oatmeal, zinc oxide and 
0.5% hexachlorophene in an emollient base. 


AVEENO® OINTMENT 


Lassar's Paste—-MODERNIZED 


AVEENO OINTMENT is now available in a 4 oz. 
economy size tube as well as the 1 oz. tube. 


Samples available on request 


CED AVEENO CORPORATION « New York 19, N. Y. 
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Dermatoses resulting from sensitivity. to a variety of lipstick ingredients can 
be avoided by using Marcette Lipsticks — another reason to remember and 
suggest MARCELLE® HYPOALLERGENIC Cosmeries if ess Patient with a cosmetic 
allergy or sensitivity. Pee 


Marcette Lipsticks — available ir a full range of eolors—are offered in dif- 
ferent formulas to eliminate common sensitizers, and to avoid perfumes 
and the bromofliuoresceins. The Marcette Lipstick Testing Kit, providing 
14,different formulations, enables you to help your patient select a lipstick’ 
best suited to her case. 


| ‘COSMETICS 
Bonny PHARMACEUTICAL DIVISION 


350 Madison Avenue, New York 17 
Available in Canada through Prof. Sales Corp., Montreal 


*Zakon, S. J., et al.: Arch. Dermat. & Syph. 56:499, 1947; abstracted in Birmingham, D. J., 
and Campbell, P. C., Jr.: Occupational and Related Dermatoses, U. S. Public Health 
Service Publication No. 364, 1954. 
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QUICK RELIEF...3 DAYS 


RAPID HEALING...3 WEEKS 


for PRURITUS ANI 
orally treated with... .Borcherdt 


More and more physicians are telling MALT SOUP EXTRACT 


us of the successful results from treating 

Pruritus Ani orally with Borcherdt’s Malt Soup 

Extract. The intractable itching disappears in three or four days and the 
perianal skin becomes normal in three or four weeks. Even stubborn 
cases of many years standing usually yield or show marked improvement. 


Malt Soup Extract is a non-diastatic barley malt extract neutralized with 
potassium carbonate. Most importantly, it promotes aciduric bacteria in 
the lower intestine, creates easily passed stools and overcomes, in a natural 
way, the alkaline condition so prevalent in cases of Pruritus Ani. 


There are no side effects; no drug fastness, no gas pain. Malt Soup Extract 
is a food not a drug. Results are secured naturally and once attained 
medication can be discontinued or greatly reduced. 


Malt Soup Extract is available in 8 and 16 ounce jars at most pharmacies 
coast to coast. 


We will gladly send you samples 
and descriptive literature 


Borchert 
BORCHERDT COMPANY 
217 North Wolcott Avenue, Chicago 12, Illinois 


In Canada, Chemo Drug Co. Ltd., Toronto, Canada 


SERVING THE MEDICAL PROFESSION SINCE 1868 
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WHICH TENDS TO DRYNESS 


ANTISEBORRHEIC SHAMPOO 


WESTWOOD PHARMACEUTICALS, Buffalo 13, New York 


{ 
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NEW... 
COSMETICALLY 
ELEGANT 
EASY 
TO USE 


a therapeutic shampoo 


for the treatment of itchy, scaly scalp 


which tends to dryness 


Stops itching, removes loose dandruff and crusty, matted layers of scales 
from the scalp through the effective cleansing, penetrating and antiseborrheic actions 
of Sebulytic", a combination of anionic surface-active cleansers and wetting agents. 
The antiseborrheic qualities of Sebulytic are further enhanced with the addition of 
sulfur and salicylic acid. Hexachlorophene provides antibacterial action. 


Prevents excessive drying of the scalp through the action of Kerohydric', a 
crystal-clear, dewaxed fraction derived from lanolin. Kerohydric also leaves the hair 
soft and more manageable after shampooing. 


Sebulex is cosmetically elegant. Sebulex meets the up-to-date “cosmetic” 
requirements for a therapeutic shampoo. It has a smooth, lotion-like texture, an 
appealing pastel green color, delightful fragrance and produces an abundant lather. 
Patients like shampooing with Sebulex. 


Sebulex does not contain any toxic metallic materials. Thus, it can be used for a 
prolonged period of time without danger of systemic toxic effects. 

Sebulex contains a mixture of anionic surface-active cleansers and wetting agents (Sebulytic). These 
agents consist of sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate, and sodium 
dioctyl sulfosuccinate. Sebulex also contains Kerohydric, a crystal-clear, dewaxed fraction of lanolin; 
sulfur 2%, salicylic acid 2° and hexachlorophene | %. 


Available: In plastic bottles of 4 0z. Write for samples. 


WESTWOOD PHARMACEUTICALS, Buffalo 13, New York 


' 
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For acne and pimples 
with extensive flush areas 


Acne Cort— Dome 


pH 5.0 
‘CREME or “LOTION 


antiinflammatory /keratolytic 


Within a short period of time 
suppresses the epidermatitis of 
acne, reduces erythema, allays 
inflammation, soothes acute 
exacerbations and produces enough 
peeling action to gently open 
the papules and pustules. 
Restores and maintains 


normal acidity of the skin. 
sic: Apply morning and 
night to skin after washing 
and at night to scalp. 
suppcy: Creme in | oz. tubes. 
Lotion in 1 oz. squeeze bottles. 
Samples and literature on request. 


DOME CHEMICALS INC. 


Way NEW YORK 23 LOS ANGELES 46 


IN CANADA. 2765 BATES RO., MONTREAL, P Q 


A TRUSTED NAME IN DERMATOLOGICALS 
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all-day (and all-night) 
relief from histamine- 


caused skin reactions 


Your patient who suffers from histamine-caused skin reac- 
tions gets all-day and all-night relief with just one ‘Teldrin’ 
Spansule capsule q12h. Relief is rapid as well as prolonged, 
since one third of the ‘Teldrin’ medication is released within 
minutes, the rest over a period of 8 to 10 hours. And side 
effects are minimal. 


Available: 8 mg. (for younger children) and 12 mg. ‘Teldrin’ 
Spansule capsules. 


TELDRIN” SPANSULE’ 


chlorprophenpyridamine sustained release capsules, S.K.F. 
maleate 


SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. 


can be 


concealed 


Sympathy alone will not help this child, and the many others who have dis- 


figuring nevi, vitiligo, birthmarks and other dermatological abnormalities. 
But an application of Covermark will change their appearance. 


You, Doctor, can help these children and the many persons with unsightly 
skin discolorations. Recommend a satisfactory product which conceals 
dermatological malformations. 


Waterproof Covermark is a neutral cream, opaque, waterproof and will not 
crack or flake. It is supplied in eight shades— to match the normal skin tones 
of your patients. 


Covermark can be used to conceal nevi of various types, as in vitiligo, post- 
operative scars, papules or pustules, varicose veins, and other types of skin 
discolorations. 


How Supplied Case History" 


Easy..ta apply, Waterproof Covermark is 
supplied in eight shades and in 1 oz., and 
3% oz. jars. Covermark, in Waterproof 
form, may be used when the patient 
goes swimming, or if subject to much 
perspiration. 


+». Minor skin blemishes are easily con- 
with Spotstik —which is Coyermark 
in stick form 


Data supplied to physicians 
upon request. Available through your phar- 
macist upon your recommendation, and at 
leading department stores. For more de- 
tailed information write direct to: 


we. 


K. M., Age 3 mths. M.* 


Examination of infant revealed nevus of 
extreme proportions on face and neck. Re- 
moval was not recommended. Waterproof 
Covermark was prescribed. Weekly exami- 
nations of child showed that Waterproof 
Covermark covered the blemish in such a 
manner as to give the ig oa of a 
virtually unmarked infant. There were no 
allergic manifestations or skin irritations 
that could be attributed to the daily use of 
Covermark. 


@ These are unretouched photographs of an actual 


case, infant K. M., age 3 mths. 
Covermark applied, K. M., age 6 mths. 


Dept. A., 41 East 57th St., New York 22, New York 


*Reference: Mayer, D. McC., and Swanker, W. A.: Anomalies of Infants and Children, New York, 
McGraw-Hill Book Co., Inc., p. 97, 1955 
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PATIENT 


dyclonine hydrochloride 


an unsurpassed topical anesthetic 


for 
instrumentations 
examinations 
pain 

pruritus 


DYCLONE is a well tolerated topical 
anesthetic which is 


fast-acting 

long-acting 

antibacterial 

antifungal 

virtually nonsensitizing 

supply... Dyclone Creme, tubes of 1 0z. with 


rectal applicator. Dyclone Solution, bottles 
of 1 and 8 oz. 


PITMAN-MOORE COMPANY 
7 2 DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 
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When 
ringworm 
of the 
Scalp 
occurs... 


due to M. audouini 


\ 


... topical antifungal therapy is recommended as immediate treatment. Prompt 
use of Salundek will destroy accessible spores and form a protective coating, reducing the 
likelihood of spread of the disease to other areas of the scalp, or to other children. 

New Dosage Form, Salundek Solution* — It is supplied in 3-ounce bottles with a controlled 
flow applicator cap. Now there is a choice that will lead to better patient cooperation during 
the treatment of this stubborn disease. 


Many investigators have reported that the ointment and the solution have the same high 
percentage of cures, obtained in an average of 12 to 16 weeks. 


Salundek also eliminates the hazard of x-ray therapy * seldom causes skin reaction * offers 
convenience in use — no stain, no odor and no effect on future hair growth. 


Supplied: SALUNDEK OINTMENT, 2 oz. tubes and 1 Ib. jars. SALUNDEK SOLUTION, 3 oz. 
bottles with controlled flow applicator cap. 


Write for supply of “Instructions for Home Care” pads. 


SALUNDERK® 


(Brand of Zinchlorundesal) 


pattie MALTBIE LABORATORIES DivisiON Wallace & Tiernan Incorporated Belleville 9, N. J. 


*In the presence of open lesions, the use of the ointment may be preferred at first since the base of the solution causes 
occasional transient stinging. Avoid contact with the eyes 
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Incorporated 

in exclusive 

ACID MANTLE. 
vehicle 


Acid Mantle-Hydrocortisone 
CREME AND LOTION—pH 4.6 
ABATES INFLAMMATION AND RESTORES 
NORMAL SKIN ACIDITY 


‘Susceptibility to infection by bacteria is widely 
held to be due to the removal of the antibacterial 
‘actd mantle’ of the skin and its displacement by 
an abnormal ‘alkaline mantle’.’’—Fabricant, N. D.: 


A.M. A. Arch. Otolaryn. 65:11, 1957. 


Supply — 34%, 1% and 2% hydrocortisone 
in either Creme (3 0z., 1 0z., 2 02., 4 oz. 
tubes and 1 Ib. jars) or Lotion (3g 0z., 1 0z., 
2 02., 402. squeeze bottles and pt. bottles). 


Samples and titerature available on request. 


Dome Chemicals Inc. 


NEW YORK 23*LOS ANGELES 46 * In Canada: 2765 Bates Road, Montreal 


~ 
IN INFLAMMATORY DERMATOSES 7, 
d 
CORT-DOME 
‘ 
> 


Affords keratin-dispersing action': Kerato- 
lytic, removes nonviable tissue, promotes 
healing. 

Successful results ranging to complete 
clearing obtained? in patients with: scalp- 
to-toe psoriasis » psoriasis of many years’ 
duration = psoriasis involving tender areas. 
Treatment-fastness rarely occurs: Recurren- 
ces (when treatment is discontinued) clear 
up again on resumption of therapy. 


Well tolerated: Even when applied to lesions 
in anogenital and submammary regions.? Po- 
tential hazards of other therapies- mercury, 
arsenic, corticosteroids, x-rays-are avoided. 


A noteworthy advance cosmetically: Non- 
greasy, nonstaining; vanishes on application 
to the skin. May be used freely on the scalp. 
Application: Rub into lesions 2 to 4 times 
daily as indicated. Where heavy scaling or 
crusting occurs, the usual bath, to soften and 


\ LOTION 


facilitate removal of scale, is recommended 
before applying lotion. 


Residual redness and pigmentation may re- 
main up to several months but will eventually 
disappear. Once the condition is under control, 
daily to weekly application may prove satis- 
factory for maintenance. 


In some cases, a seeming excessive scaling 
and drying may occur during therapy. This 
is an occasional phase of the healing process 
and usually precedes improvement. Patients 
should be advised of this and encouraged to 
continue therapy. 


Formula: Allantoin 2% and special coal tar 
extract 5% in a lotion base. 


Supplied: Bottles of 8 fl. oz. 


(1) Flesch, P-: Reported Conf. N. Y. Academy Science May 9%, 1955 
(In Press). (2) Bleiberg, J., and Saltzman, J. A.: Clin. Med. 
5 :485 (Apr.) 1958. (3) Bleiberg, J.: Reported Conf. N. Y. Academy 
Science May 9, 1958 (In Press). (4) Clyman, S. G.: Reported Conf 
N. Y. Academy Science May 9, 1958 (In Press). *Trademark 


ff. REED & CARNRICK - Jersey City 6, New Jersey 
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embarrassment is often the reason 


patients seek acne treatment 


Most acne patients are deeply embarrassed by their unsightly lesions. 
A good acne preparation, therefore, should be cosmetic as well as curative. 


‘Acnomel’ Cream and Cake achieve both aims of acne therapy. ‘Acnomel’ 
in either form conceals as it heals. The flesh-tinted base masks acne lesions 
and reduces embarrassment. The effective combination of sulfur, resorcinol 
and hexachlorophene acts to heal these lesions. 


Used in combination, ‘Acnomel’ Cream and Cake provide 24-hour acne 
therapy. The Cream is excellent for use at home, morning or night, while 
the Cake, in its handy compact, is particularly convenient for touch-up 
medication away from home. 


Acnomel* Cream and Cake 


conceals as it heals 


(ff) SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. 


YOUR PATIENT? 


PHYSICAL TRAUMA —INJECTION HYDEL | BLOOD TRANSFUSION— in addition to. 
TRASOL meets the demands of sudden stress by | _ its value as therapy in transfusion reactions— 
rapidly providing therapeutically significant corti: | INJECTION HYDELTRASOL may be admi 
costeroid levels. tered prophylactically ta prevent reactions 
patients who are known or suspected reactc 


| THE FIRST READY-TO-USE, 


| SOLUBLE, 
in your bag... ALL-PURPOSE 
ready for use... | PARENTERAL STEROID 
IMMEDIATELY! 


INJECTION HYDELTRASOL 


(Prednisolone 21-Phosphate) 


ad ADVANTAGES 


1. Immediately effective—dramatic response in minutes 
2. Ready for use—needs no reconstitution or refrigeration 
3. In solution—flows readily through a small-bore needle 


SUPPLIED: In 2-ce. and 5-ce. vials, each cc. containing 20 mg. 
of prednisolone 21-phosphate as the di-sodium salt. 


Hydeltrasol is a trademark of Merck & Co., Inc. 
MERCK SHARP & DOHME vision oF MERCK & CO., Inc., Philadelphia 1, Pa. 
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an important problem 
in today’s living! 


The following articles from TODAY’S @EAIHFH are nk 
available in one pamphlet for 50 cent 


ALCOHOLICS ANONYM@ Written fj the standpoint 4 a member, the basic treat- 


ment procedures are and tne hdlogical problems @gpfronting the alcoholic ag 
discussed, 


ALCOHOL AND CIRRHC DF THE LIVER. Relationship eepemeohol, di ad 
cirrhosis, Increasing stress on nu differences. by Russell S. Bovegy 


HOW TO HELP A PROBLEM DRINKER yderstanding the alcoholic’s capabili ies. 
necessity of help, causes of his condition. wa A, Strecker and Francis T. bert Jr. 


THE TREATME) COHOLISM@tTracing the steps from convig the alcoholic 
that he is sick through treat Lewis Inman Sharp 


CONDITIONED REFREX TREATMENT OF CHRONIC ALCOHOLISM. place 
among methods of treatm@Q today, its development and correlation with personality factd 
by Walter L. Voegtlin 


INSTITUTIONAL FACIEETIES FOR THE TREATMENT OF ALCOHOLISM. 
parative differences, in drinki ith the last century, new establishments and mettfOds of 
treatment, lack of trained pe el. by E. H. L. Corwin 


other pamphlets avai 
ALCOHOLIS 


1 AM THE Wee 
16 pages, 20 cents 


HOW EXPERTS MEASURF 
room case. by H. A. Heise, 8 pages, 15 cents 


BARBITURATES, BOOZE AND OBITUARIES. 
alcohol and barbiturates. by Donald A. Dukelow, 4 pages 


TWELVE STEPS FOR ALCOHOLICS, A fran 
behavior. by Richard Lake, 6 pages, 10 cents 


address requests to... 


ORDER DEPARTMENT 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET, CHICAGO 10, ILLINOIS 


> 
| 
: ASE. A disgussion by the Chairman of A.M.A.’s G@ipmittee 
bie on Alcoholism. by Marvin A. Block, ae Page ts 
y OF AN ALG@ AG . Thog articles combingdy by Virginia Conroy, 
N ASPartial transcMpegaw an actual court- 
discussioy#of Phe: of mixing 
194 
: Miscugton of the meaning of an alcoholic 


nich, creamy farther 
with 
LOWILA CAKE 


Lowila Cake now lathers 


like soap. Its new luxuriant 

lather is creamy, more abundant 
. more pleasing to patients. 

It cleans tender or dermatitic 


skin with virtually no irritation. 


In bar form. Write for samples. 


WESTWOOD PHARMACEUTICAL 
Buffalo 13, NEW YORK 
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A sense 

well 
for your | 
PSORIAPIC” 


oid Bath with all these advantages: no no 
MPslippery—high in protein value (52% 
Supply? 


A most trusted name in Dermatologiea 
MICALS 
NEW YORK 
ERTSON BLVO., LOS ANGGEE 
ID, MONTREAL 


4 
‘al A colloid bath made with the sexclustye 
a truly soothing, e effect— g 
andigive the patierit a feeling 
hee 


Administered Griseofulvin 


The Treatment of Dermatomycoses with Orally 


HARVEY BLANK, M.D., and FRANK J. ROTH Jr., Ph.D., Miami, Fla. 


With the Assistance of William W. Bruce, M.D.; Marvin F. Engel, M.D.; J. Graham Smith Jr., M.D., 


and Nardo Zaias, M.D. 


The systemic treatment of superficial 
fungus infections in man at last seems a 
near reality. Although the polyene anti- 
biotics derived from = streptomyces were a 
significant advance in antifungal chemo- 
therapy against the yeast-like fungi, they 
failed to influence the common dermato- 
mycoses.' Recent studies demonstrating the 
influence of serum factors in superficial 
fungous infections illustrated the impor- 
tance of blood-borne substances in confining 


cutaneous invasion by dermatophytes.*:!° 
Gentles’ recent report of the successful 
oral treatment of Trichophyton and 


Microsporum infections in guinea pigs with 
griseofulvin, a product of several penicillia, 
was a great step forward.? Subsequently, 
Lauder and O'Sullivan found it effective 
by mouth in calves with Trichophyton 
verrucosum infections.’ Our paper is a 
preliminary report of observations on the 
effectiveness of oral griseofulvin therapy in 
man. 


Submitted for publication Dec. 31, 1958. 

Presented at the American Academy of Derma- 
tology & Syphilology, Chicago, Dec. 6-11, 1958. 

From the Division of Dermatology, Department 
of Medicine, University of Miami School of Medi- 
cine, Miami, Fla., and the Veterans Administration 
Hospital, Coral Gables, Fla. 

This study was supported in part by U. S. 
Army Contract No. DA-49-007-MD-731 by 
grants from the Hazen-Brown Fund of Research 
Corporation and from the National Institutes of 
Health, PHS No. E-1546. 


Griseofulvin is a colorless, neutral, ther- 


mostable antibiotic isolated from Penicil- 
lium griseofulvin by Oxford, Raistrick, and 
1939. the 
revived when Brian 


1945-1946, 


“curling factor” from cultures of Penicil 


Simonet,'* in Interest in sub 


stance was and 


co-workers, isolated a 


lum janezewski, which = Grove — and 
McGowan * later demonstrated to be identi 


cal with griseofulvin. In a series of publi 


,6,9,10,16 the 


Was 


cations,* chemical structure of 


the 


activity against a number of fungi reported. 


substance established and its 
Griseofulvin appeared to be most useful 
against infections in plants, in which it also 
shows systemic antifungal activity and was 
particularly effective for botrytis infections 


of lettuce and alternaria blight of tomatoes.® 


Clinical Observations 

The present study was initiated, follow- 
ing Gentles’ paper, by treating a desperate 
and unique case of widespread cutaneous 
Trichophyton rubrum granulomas (to be 
reported in detail elsewhere) with griseo- 
fulvin.* Studies their laboratories 
suggested that the drug had a low toxicity 
after oral administration, On a daily dose 
of 5.0 


showed a prompt response, with healing of 


gm. of griseofulvin our patient 


* Supplied by Drs. H. M. Walker and A. F 
Campbell, of Glaxo Laboratories, England 
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Fig. 1 (Patient 1).—T. rubrum infection of leg. 


M. A. ARCHIVES OF DERMATOLOGY 


A, before, and B, after three weeks of 


oral griseofulvin 5 gm. per day. He also had deep granulomatous lesions elsewhere. 


the granulomas subsidence of con- 
comitant circinate tinea lesions (Tig. 1). 
Later it was noted that normal nail growth 
was replacing the distal diseased portion 
(lig. 2). 


clinical or laboratory signs; therefore, the 


He failed to show any adverse 


drug was used in other patients under hos- 
pital 
patients. 


supervision and eventually out- 
Dr, 
indicated that in recent work he had found 


In correspondence, Gentles 
15 mg. per kilogram curative in guinea pigs. 
We subsequently reduced the dose for most 
patients to 2.0 gm. and later to 1.0. gm. 


a day, given as 250 mg. tablets four times 


a day. 
The 31 


patients who have been followed sufficiently 


results of our observations on 
long to allow for a conclusion are summar- 


Fig. 2 (Patient 1).—T. rubrum infection 


weeks of oral treatment. 


50/260 


ized in Table 1. In this Table, the major 
body areas of involvement and the etiologic 
agents isolated are indicated as well as the 
duration of the disease before griseofulvin 
was given, In many cases, particularly the 
recent ones, a single dosage level of 1.0 gm. 
was used; in two cases a dose of 4.0. or 
5.0 gm. was given for one month and then 
changed as indicated. The “time to clear” 
column indicates clinical involution of active 
lesions. In most cases repeated mycologic 
examinations at 72-hour intervals produced 
negative cultures in one to two weeks or less 
and a negative direct KOH preparation in 
about two weeks. Cultures of hairs and 
nails remained positive until the abnormal 
infected material was naturally or mechani- 
cally removed. The duration of post-treat 


of fingernails, 4, after 7 weeks, B, after 12 
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Duration 


Therapy—Continued 


»f Oral Griseoful 


Results 


1.—Clinical 


TABLE 
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of Post- 


Treatment 


Duration of 


Follow-Up, 
Ww 


Time to 


Clear, Wk. 


Duration of 


Location 
of Lesions 


Treatment, 


Daily 


Dose, Gm. 


Comments 


Wk. 


Disease, Yr 


Organism 


Shaved scalp at 18 days 


9 da 

6 da. 

mo 
w 


s 
s 
s 


M. canis 


M. audouini 


Trunk 


Scalp 
Trunk 
Scalp 


M 
N 
M 
M 
F 


1 
24 


Body 


Nn 


a 
= 


15 mo. 


Groin 
Face 


w 


Later cleared with in- 


Failure 


N 


45 


Blastomycosis 


travenous Amphoter- 


icin B 


Failure 
Failure 
Failure 


4 mo. 


M. furfur 
M. furfur 
M. furfur 


Body 
Face 


M 


Ww 
N 


Body 


F 


M. A. ARCHIVES OF DERMATOLOGY 


ment follow-up indicates the period of 
observation after clinical clearing and after 
discontinuing further therapy. The only 
relapse, if it can be called that, appeared in 
the patient with the granulomas. He 
developed a single peculiarly resistant 3 cm. 
scaling area of ringworm, with repeated 
pos tive cultures on the forearm. Nails 
and ringworm elsewhere have remained in 
complete remission during four months of 
continuous therapy. 

Most of the patients have been carefully 
photographed to facilitate objective assess- 
ment of clinical improvement. The several 
figures illustrate characteristic types of 
response which have been observed. 


Toxicity and Adverse Reactions 


Studies of the formed elements and 
chemical constituents of blood, including 
procedures) measuring liver and kidney 
function, urinalyses, ete., have continued to 
confirm our early observations that oral 
griseofulvin is a drug of low toxicity in 
man. 

The adverse reactions observed include 
one case of a possible urticaria-like drug 
eruption after five weeks of continuous ther- 
apy with 2.0 gm. of griseofulvin a day, 
which subsided when the drug was stopped. 
It is of interest that several patients with a 
history of penicillin sensitivity failed to 
develop reactions to griseofulvin. One pa- 
tient was given an injection of penicillin 
after two weeks of griseofulvin and devel- 
oped urticaria, which subsided several 
days even though the griseofulvin was con- 
tinued. Several patients have noted mild 
abdominal distress and several others, head- 
aches, which subsided with continuing 
administration of the drug. 

During the present study it was reported 
that griseofulvin when given in sublethal 
doses intravenously or intraperitoneally to 
rats caused arrest of mitosis of rapidly 
dividing cells of the intestine, testes, and 
bone marrow.'? Although such effects in 
animals are not seen on oral administration 
of doses far in excess of therapeutically 
effective amounts (unpublished observa- 
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GRISEOFULVIN IN DERMATOMYCOSES 


Fig. 3 (Patient 9).—T. rubrum infection of trunk of 12 years’ duration. 


A, before treat 


ment. B, after two weeks of oral griseofulvin, 1.0 gm. per day. 


tions of Glaxo Laboratories), it was felt 
necessary to look for any evidence of such 
action in man. The more detailed results of 
the laboratory studies in our patients will 
be presented at a later time. Suffice it to 
say that no evidence of an antimitotic effect 
has been seen, One of the most significant 
observations was made by our consultant 
hematologist, Dr. Ulfar Jonsson, who per- 
formed counts of the number of mitoses in 
the bone marrows of five patients who were 
treated for extended periods with doses in 
excess of those which are likely to be used 
in future patients. These results are given 
in Table 2 and show no significant change 


Blank—Roth 


in the karyokinetic index in either the white 


or red blood cell series. 


In Vitro Observations 
Preliminary studies, which will be 
lished in greater 


pub 


detail, elsewhere,'* have 
confirmed the exquisite sensitivity to griseo 


The 


completely 


fulvin of the dermatophytic fungi. 


following organisms are 


hibited for 72 hours by O.2ng.-O.4yug. of 
griseofulvin per milliliter: Microsporum 
canis, Microsporum gypseum, Microsporum 


audouini, Epidermophyton flocceosum, 


Trichophyton tonsurans, Trichophyton 


mentagrophytes, Trichophyton megnini, and 


Fig. 4 


T. rubrum 


(Patient 3) 

infection of 
right hand of two vears’ 
duration. A, hefore 


treatment. B, after oral 
griseofulvin, one week of 
2.0 gm. per day and one 


week of 1.0 gm. per day 


f 
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Fig. 5 (Patient 4).—T. 


A. M. A. ARCHIVES OF DERMATOLOGY 


rubrum of buttocks of two years’ duration. A and C, before treat- 


ment. C and 1), close-ups of the upper left border of the lesion. B and LD), after two weeks 


of oral griseofulvin, 2.0 gm. per day. 


rubrum is most 
sensitive, O.14yg.-0. 184g. per milliliter being 
sufficient to cause complete inhibition. — It 
is important to note that in concentrations 
likely to be achieved in man, griseofulvin 
is fungistatic rather than fungicidal. 
lungous pellets suspended in griseofulvin- 


Trichophyton gallinae. T. 


containing broth for as long as 14 days and 
washed thoroughly produced normal colo- 
nies when plated on antibiotic-free media. 
The development of resistance to the drug 
by the dermatophytes has not been en- 
countered. The following organisms were 
found insensitive to 30ug. per milliliter: 
Candida albicans, Cryptococcus neoformans, 
Hormodendron 


Sporotrichum schenkii, 
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compactum, Phialophora verrucosa, Blasto- 
myces dermatitidis, Blastomyces brasiliense, 
and Histoplasma capsulatum. 

Direct bioassay ' of the urine from six 
present tor a few weeks or months. 
of more than 50% of orally administered 
griseofulvin. A similar assay of serum 
known to contain the drug, however, failed 
to demonstrate antibiotic activity. These 
results indicate that some type of extraction 
procedure is required for accurate deter- 
minations of blood levels. 


Summary and Provisional Conclusions 

Mycoses caused by various species of 
dermatophytes show a uniformly favorable 
response to oral therapy with griseofulvin. 
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Fig. 6 (Patient 20). 
T. tonsurans of the scalp 
of 60 years’ duration. 41, 
before treatment, showing 
multiple inflammatory 
papules with infected 
“black dots” of hair stubs 
and scaling. B, after five 
weeks of oral griseoful- 
vin, 2 gm. per day, the 
process has cleared, and 
a number of new growing 
hairs can be seen. 
black 


contained 


short 
The two dots re- 
maining only 


noninfectious debris 


Indices * 


TABLE 2.—Bone Marrow-Karyokineti 


Duration 
of Treat. 
at Time 
of Repeat, 
Days 


Dosage, 
Gm/Day 


Pretreat. 
Level, % 


Repeat 
Patient Exam., “% 
Whe 
Rbe 
Whe 
Rbe 
Whe 
Rbhe 
Whe 


* Normal range: Wbe series, 0.1%-1%; Rbe series, 1.046%. 


Rlank—Roth 


Infections of long duration, up to 60 
years, seem to respond as readily as those 
patients indicated exeretion by this route 

Infections caused by Candida albicans, 
Malassezia furfur, and Blastomycosis der 
matitidis do not seem to respond to this 
therapy. 

Tinea corporis is usually cleared in one to 
two weeks; itching usually ceases in three 
to five days. 

Tinea pedis is improved in one to two 
weeks but may require three to four weeks 
or longer to clear. 
three 


Tinea capitis improves in two to 


weeks but may require more prolonged 


treatment. 


i 
GRISEOFULVIN IN DERMATOMYCOSES 
74 5-1 
2 37 4-5 a 
3 18 2 
22 2 
Rbe 2.3 
5 Whe 0 2 
Rbe 1.3 
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A, M. A. ARCHIVES OF DERMATOLOGY 


Onychomycosis requires three to four 
months to clear, but new normal nail growth 
is seen earlier. The optimum duration of 
therapy is not known, 

Cultures of epithelial lesions often be- 
Direct KOH 
examinations may be positive for an addi- 


come negative in one week. 


tional week or more. 

Infected nails and hair appear to contain 
viable fungi until the involved portions are 
replaced by healthy new growth. 

Although toxic reactions appear to be 
minimal in therapeutic doses in man, the 
animal data indicate that repeated peripheral 
blood cell counts at least should be per- 
formed during a course of prolonged 
therapy. 

One patient developed an_ urticaria-like 
drug eruption after six weeks of continuous 
therapy, and others have had mild self- 
limited complaints of gastrointestinal dis- 
tress and headache. 

A daily dose of 1.0 gm. seems to be 
adequate, although the minimum effective 
dose and the optimum dose have not been 
established for all types of infection. 

The duration of treatment required prob- 
ably will vary, apparently depending on the 
time required for normal replacement of the 
infected tissues. 

Likelihood of relapse or recurrence of 
infection is as yet not known. 

Drs. John Hicks and Meyer Yanowitz supplied 
data on several patients in the series; Dr. Burton 
F. Bamey referred Patient 1 to us; Mr. William 
Atkinson and his staff did the photographic work, 
and Dr. G. Hildick-Smith, of Johnson & Johnson, 
provided recent supplies of griseofulvin (Griful- 
vin). 

University of Miami School of Medicine, Jack- 
son Memorial Hospital, (36). 
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Some Practical Aspects of the Diagnosis 


and 


Management of Shoe Dermatitis 


A. A. FISHER, M.D., Woodside, Long Island, N. Y. 


The diagnosis of shoe dermatitis depends 
on the history, the clinical picture, positive 
patch-test reactions to shoe material, and 
the patient’s ability to wear proper substitute 
shoes without dermatitis. The management 
of a case of shoe dermatitis does not end 
with the diagnosis and the treatment of an 
existing dermatitis. The patient must be 
informed how he can obtain acceptable 
which 


materials to which he ts. sensitive, since, 


shoes are free from the specific 
otherwise, the patient is doomed to frequent 


of the 


wearing of such poor substitutes as canvas 


recurrences dermatitis or to the 
shoes. 
In this paper | am presenting the ma 


terials for “screening” patch-tests pa- 
tients with suspected shoe dermatitis and 
the manu- 


facturers and dealers where patients may 


names and addresses of shoe 


obtain shoes which are free from certain 


specific sensitizers. 
We have that the 
“screening” patch-testing tray has facilitated 


found use of the 
the diagnosis of allergic contact dermatitis 


due to materials in shoes. It has often 
obviated the need for the time-consuming 
and tedious dissection of shoes to obtain 
materials for patch-testing. However, where 
the clinical picture strongly suggests shoe 
dermatitis and the patient does not react 
to any of the materials in the “screening” 
tray, it may be necessary to patch-test with 


the actual materials in the suspected shoe. 


Submitted for publication July 11, 1958 
Department of Dermatology and 
Syphilology of the New York University Post- 
Graduate Medical School (Dr. Marion B. Sulz- 
berger, Chairman) and the Skin and Cancer Unit 
of the New York University Hospital. 


From the 


The materials which we have used for a 
“screening” patch-testing shoe tray are as 
follows. 

1. Rubber thermoplastic box-toe material. The 
Shoe Factory Shoe 
Trades Publishing Company, 683 Atlantic Ave., 
3oston, lists under “Thermoplastic Material” the 


Buyer’s Guide, published by 


companies in various communities where one can 


obtain this material. When writing for this mate- 


rial, indicate that you wish the rubber thermo 
plastic material which is used in’ box toes 
Furthermore, one can obtain this material from 


the box toes of most inexpensive oxford shoes. 
The thermoplastic material is cut into 1 in. squares 
and moistened with a little water and applied in the 
usual patch-test fashion, 

2.1% monobenzyl ether of hydroquinone in 
petrolatum., 

3.1% 2-mercaptobenzothiazole in petrolatum 

4. 1% tetramethylthiuram monosulfide in petrola 
tum. 

5. 0.25% potassium dichromate in aqueous solu 
tion. 

6. 2% paraphenylenediamine in petrolatum 

7. 3% nickel sulfate in aqueous solution 

The 1% 


quinone and 


monobenzyl ether of hydro- 
the 2-mercaptobenzothiazole 
may be obtained from the Eastman Organic 
Chemicals Department, Distillation Products 
Industries, Kodak 


These ma 


kastman 
Company, Rochester 3, N.Y. 
terials should be triturated to a very fine 


Division of 


powder and gradually added to the petro 
latum. The tetramethylthiuram monosulfide, 
the potassium dichromate, the paraphenyl 
and nickel sulfate may be 
the Fisher Scientific Com 
pany, 633 Greenwich St., New York. The 
tetramethylthiuram monosulfide is prepared 


enediamine, 


obtained from 


like the monobenzyl ether of hydroquinone 
and the mercaptobenzothiazole. The potas 
sulfate 

The 


paraphenylenediamine is triturated to a fine 


sium dichromate andthe nickel 


crystals readily dissolve water. 
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powder and gradually added to the petro- 
latum. 

The rubber thermoplastic box-toe ma- 
terial, which is listed first above, is the box 
toe found in most of the less expensive 
types of and 
The basic material in this 


oxford men’s, women’s, 
children’s shoes. 
box toe is composed of scrap rubber, such 
as old tires and girdles. To the rubber is 
added felt, turpentine resin, rosin, styrene, 
asphalt, and Carbowax. To this complex 
are added rubber antioxidants and ac- 
celerators, and the mixture is heated to 360 
I’. The finished thermoplastic rubber box 
toe has the advantage of being inexpensive. 
However, it is brittle, adheres poorly, and 
has a low softening point, so that it will 
soften in very hot weather and cannot be 
used in the tropics. 

We have been able to confirm Shatin and 
Reisch’s ' conclusion that the rubber thermo- 
plastic box-toe material is one of the com- 
monest causes of shoe dermatitis and_ that 
the rubber portion is the main_ sensitizer. 
However, it must be emphasized that a 
negative patch-test reaction to this material 
does not necessarily exonerate it from being 
the cause of a shoe dermatitis, since the 
friction, the maceration, and the leaching 
effect of sweat in actual use are not duplhi- 
cated in the standard patch test. A derma- 
titis beginning on the dorsum of the toes, 
especially the first toe, in a patient who has 
worn an oxford type shoe with a firm box 
toe, should be considered as being caused 
by the rubber in the box toe unless proved 
otherwise. 

More than one-half of our patients who 
showed positive patch-test reactions to the 
rubber thermoplastic box toe also reacted 


to one or more rubber “additives,” such as 
the antioxidant, monobenzyl ether of hydro- 
quinone, or accelerators, such as 2-mereapto- 
benzothiazole or tetramethylthiuram mono- 
sulfide, The significance of these findings 
will be discussed later when we analyze the 
role of rubber additives in shoe dermatitis. 

After that the 
rubber thermoplastic box toe is the cause 


it has been established 
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of the dermatitis, the patient should be in- 
structed how to obtain shoes with box toes 
which do not contain rubber. 
readily available and satisfactory box toes 


One of such 


is that composed of Celastic material. The 
Celastic box toe consists of cotton flannel 
Pyroxylin is 
Much of this cellulose 


nitrate is obtained from discarded eye-glass 


impregnated with pyroxylin. 
a cellulose nitrate. 


frames. An inorganic fire retardant, a mold 
retardant, and a_ special solvent are the 
added ingredients of the Celastic box toe. 

The solvent, the composition of which is 
a trade secret, “activates” the pyroxylin and 
cements the lining and leather completely, 
making a single unit in the box of the shoe. 
Thus, no rubber cement is used in the 
Celastic box toe. 

The material in the Celastic box toe has 
not been shown to have caused sensitization 
of the skin, is not friable, has excellent 
adherence, withstands high temperatures, 
and retains its shape even in the tropics. 
However, it is more expensive than the 
rubber thermoplastic material. 

Celastic box toe is manufactured by 
Celastic Corporation, 626 Schuyler Ave., 
Arlington, N. 
United Shoe 
I-ederal St., Boston. 


J., and is distributed by the 
Machinery 140 


Company, 


Some of the retail stores where shoes with 
Celastic box toe may be obtained are listed. 
The patient should be given a letter stating 
that with box toe 
quired. Such a letter should be given to the 


shoes Celastic are re- 


manager of the store, rather than a sales- 


man, who not be familiar with the 


structure of the shoes for sale. 


may 


Retailer 


Men's Johnson & Murphy 
French, Shriner & Urner 
Stacy-Adams 

Women’s I. Miller 


Newton, Elkin 
Pandore 
Children’s Gerberich-Payne (Boys) 
Little Yankee 
If the retail shops listed are not acces 
sible, such shoes may be obtained from Tru- 
form Shoe, 5550 Broadway, New York 63, 
which will ship anywhere shoes that do not 
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contain rubber thermoplastic box toes. 
These shoes do not necessarily 
specific Celastic box toes but have a similar 
box toe made of flannel and impregnated 
with pyroxylin and have proved to be satis- 
factory in our patients with shoe dermatitis 
due to rubber thermoplastic box toes. 
Manufacturers of shoes, some of which 


contain the 


contain box toes either made of Celastic 
material or similar box toes which do not 
contain rubber thermoplastic material are 
listed. On request these manufacturers will 
inform physicians where such shoes may be 
obtained. 

Children’s Shoes with Celastic 
Walk-In Shoe Co., 
Parkway & Columbia Sts., 
Schuylkill Haven, Pa 
(Throughout U.S. A., Alaska, Cuba, Hawait) 

Women’s Shoes with Celastic 
Miller Shoe Co., 

4015 Cherry St., 
Cincinnati 23. 

( Caution : 
styles contain thermoplastic rubber materials. 


Sox Toe 


sox Toe 


Used only in certain styles; some 
Specify Celastic box toe. Some shoes contain 
box toes of cellophane and cloth which, like 
Celastic, are satisfactory substitutes for rub- 
ber thermoplastic box toes.) 
Men’s Shoes Without Thermoplastic Box Toe 
3rockton Boot & Shoe Co., 
233 Clinton St., 
Brockton 69, Mass 
(Use pyroxylin or polyethylene box toe occa- 


sionally which are satisfactory substitutes. 
Specify shoes without thermoplastic rubber 
box toe.) 


It should be pointed out that many pa- 
tients with rubber-box-toe sensitivity may 
obtain relief by wearing soft-toed shoes, or 
shoes with uppers made of canvas, various 
cloths, plastics, and nylon mesh, especially 
if such shoes are unlined. The linings of 
many shoes are bound with rubber cement. 
The rubber cement and the rubber thermo- 
plastic box-toe materials may have certain 
sensitizers in common. 


Role of Rubber Sensitivity in Shoe 
Dermatitis 


leven leather shoes contain rubber, both 
in the thermoplastic box toe and in the form 


of various rubber adhesives. Gaul and 


Fisher 


that adhesive 


terials in shoes were one of the primary 


Underwood * indicated ma- 
causes of allergic contact dermatitis. Blank 
and Miller * emphasized that the most fre- 
quently observed allergen of shoe dermatitis 
was an antioxidant, such as monobenzyl 
ether of hydroquinone, or an accelerator, 
such as 2-mereaptobenzothiazole, in 


rubber adhesives the shoes. Gaul 
showed that routine patch testing with 
rubber chemicals (antioxidants and ae 


celerators) is an accurate method for de 
tecting rubber sensitivity and that most of 
the positive tests were found in patients 
suffering with a dermatitis of the hands 
and/or feet. 

As we have indicated previously, more 
than one-half of our patients with shoe 
dermatitis due to rubber thermoplastic box 
toes showed a positive reaction to one or 
more rubber additives. Our screening shoe 
tray contains the antioxidant, monobenzyl 
ether of hydroquinone, and two accelerators, 
mercaptobenzothiazole and tetramethyl 
thiuram monosulfide. Although there are a 
great many other rubber additives in actual 
use, we have been able to confirm the im 
pression of Blank and Miller that these 
three rubber compounds, which we have 
employed in our ‘ 
the 


dermatitis due to rubber, whether in thermo- 


‘screening tray,” are, at 
present, commonest causes of shoe 
plastic box toes or in the rubber cement. 

We have recently made the observation 
that many of our patients with shoe derma 
titis were also allergic to adhesive tape. 
Sidi and Hincky *® have shown that resins, 
turpentine, and rubber are the commonest 
causes of allergic adhesive-tape sensitivity. 
The conventional adhesive tape is “rubber 
ized” and contains various antioxidants and 
accelerators which have been added to the 
rubber. In practically all our cases of shoe 
dermatitis due to rubber which had coin 
cident adhesive-tape dermatitis there was 
allergic sensitivity to one or more rubber 
additives. 

In one patient with dermatitis of the heel 


due to rubber cement in the heel pad, the 
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‘nal 


use of Le Page fish glue as a substitute 
adhesive proved satisfactory. In shoe 
dermatitis due to a rubber midsole, use of 
felt inner soles to prevent contact with the 
soles of the feet has prevented further 
dermatitis. In the anterior portion on the 
dorsum of the foot the Celastic box toe will 
prevent rubber dermatitis. The rare derma- 
tit’, on the instep due to rubber-cement 
sensitivity can be cured by wearing unlined 
moceasins or unlined cloth or plastic shoes. 

We agree with Shatin and Reisch that, 
while rubber cements are found in various 
parts of the shoes, in actual practice these 
are not nearly as important as is the rubber 
in the thermoplastic box toe in causing 
dermatitis. 

In the management of chronic or licheni- 
fied shoe dermatitis, the wearing of “non- 
allergic’ shoes alone and the use of bland 
medication will not necessarily cure the 
dermatitis. Friction, sweating, and the habit 
of scratching may prolong the dermatitis. 
Frequently a superimposed “neuroderma- 
titis” has to be treated. Treatment with tar 
and/or roentgen rays may be necessary to 
clear the shoe dermatitis. 


Role of Chromates in Leather-Shoe 
Dermatitis 

It will be noted that the fifth item in our 
“screening” tray is 0.25% potassium dichro- 
mate. The relationship of hexavalent di- 
chromate sensitivity to shoe dermatitis is 
somewhat Walsh pointed 
out that, while trivalent chromic sulfate, 


controversial. 


and in some processes hexavalent sodium 
dichromate, is the material initially used for 
tanning, the leather final/y contains about 
4% 
trivalent 
tanning is completed, all the chromium is in 
this trivalent form in close chemical com- 
bination with the hide protein. Until re- 
cently it was felt that the trivalent chromium 
was practically never sensitizing. Walsh 


to 7% chromium as chromic oxide, a 


compound, ‘Theoretically, when 


said that several dermatologists of wide 
experience in industrial dermatology and 
cutaneous allergy stated that they knew of 
no report or instance of reaction to trivalent 
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chromium. Walsh tested three patients who 
had positive patch tests to very weak solu- 
tions of dichromate, (1:10,000 and 1:20,- 
000). These patients showed no reactions 
to solutions of trivalent salts or to metallic 
Walsh further stated that three- 
fourths of all shoes are made with chrome- 
to 6% 


The wearing of shoes 


chromium. 
tanned leather containing 3% tri- 
valent 
made from this leather is, in effect, a mass 


chromium. 


patch test to trivalent chromium, yet no 


instance of sensitization to trivalent 


chromium has ever been reported. These 
facts give a substantial basis for the as- 
sumption — that 
chromium does not occur. 


sensitization to trivalent 
Recently, how- 
ever, Morris,’ has obtained positive patch 
tests to a trivalent basic chromium sulfate. 
We have prepared trivalent basic chromium 
sulfate according to Morris’s method: “To 
a 0.2% solution of chromium sulfate, add a 
pinch of sodium bicarbonate to render 
alkaline and permit to stand and age for a 
week. With this solution we have obtained 
a single positive reaction in a series of 
twenty patients who were sensitive to potas- 
sium Morris 
stated that a trivalent chromium compound 


dichromate.” Furthermore, 
can be leached from leather by the lactate 
portion of human sweat and forms a very 
complex lactatobasic chromic sulfate com- 
pound. It is conceivable that this particular 
compound * further study be 
found to be the actual sensitizer in’ shoe 
dermatitis due to chromates. 

In our own material, we found that 18 of 
68 (26% ) dichromate-sensitive persons had 


may on 


shoe dermatitis. As Walsh pointed out, it 
is. difficult the frequent co- 
existence of dermatitis from shoe leather 
and hypersensitivity to hexavalent chromate 
usually used for patch testing if hexavalent 
chromate is not present in the final stage 
of leather tanning. 
there 


to explain 


According to Walsh 


are several possible explanations: 
* Dr. George Morris recently provided a supply 
of the lactatobasic chromic sulfate. We are now 
testing with both the simple basic chromic com- 
pound and complex lactatobasic chromic sulfate 


material, 
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There may occasionally be small amounts 
of residual hexavalent chromate that was 
not reduced during the “two bath” tanning 
Some of the trivalent chromium 
hexavalent 


process. 
may be oxidized to chromate 
during some subsequent processing of the 
leather. Hexavalent chromate may be used 
in the dyeing of some leather. Finally, 
there may be some peculiar relationship be- 
tween shoe-leather dermatitis and positive 
reactions to chromate patch tests, such has 
been found in cement eczema, 

At this point, we must emphasize the im- 
portant role that perspiration plays in shoe 
dermatitis due to chromates and the practical 
implication of this role. Leather chemists *" 
have shown that perspiration can remove 
from chrome tanned leather. 


the chrome 


These “leached” chrome salts generally 
migrate by capillary action toward the outer 
(grain) surface of the leather. Chemical 
analysis of chrome-tanned upper leather 
which has been exposed to heavy perspira- 
tion shows a definitely lower percentage of 
( ) 


jacent leather in the same shoe which has 


trivalent chrome oxide than ad- 
not been so exposed, 

Further study is obviously necessary. to 
clarify the relationship of potassium. di- 


chromate sensitivity to trivalent chrome 


sensitivity and shoe dermatitis. In our 
material, we did encounter several patients 
with dichromate sensitivity and dermatitis 
of the feet who were benefited by the wear- 
ing of vegetable-tanned shoes or nonleather 
substitutes. 

When it is felt that a patient will benefit 
by the wearing of shoes which are not 
chrome-tanned, he should be instructed how 
to obtain shoes that are vegetable-tanned. 

In requesting vegetable-tanned shoes it 
must be emphasized that the inner leather 
lining, if any, must also be vegetable-tanned. 
It has been our experience that frequently 
vegetable-tanned shoes have chrome-tanned 
linings. Such linings can be removed and be 

with cloth 
A. F. Gallun and Sons Corporation, 


replaced vegetable-tanned — or 


linings. 


Fisher 


Milwaukee 1, Wis., is a manufacturer of 

vegetable-tanned leather for use in shoes. 
The names of manufacturers of 

vegetable-tanned shoes are given below. The 


some 


patient should be given a letter stating that 
the should have 
vegetable-tanned /inings made of 
vegetable-tanned calf skin. These 
facturers make mostly men’s shoes. 
Florsheim Shoe Co., Chicago 

Nunn-Bush Shoe Co., Milwaukee 

A. E. Nettleton Co., Syracuse, N. ¥ 
French, Shriner & Urner, Boston 
Stacy-Adams, Brockton, Mass 

Brockton, Mass 
request A. F 


vegetable-tanned shoes 
Russet 


manu- 


Stone-Tarlow Shoe Co., 
(Note: Have the patient 
Cretan or Norwegian calf shoes with Russet cali 


Gallun 


skin linings. ) 

The |. Miller Shoe 4015 
Cherry St., Cincinnati 23, makes women’s 
shoes, some of which have vegetable-tanned 


Company, 


leather uppers. Shoes with vegetable-tanned 
linings can be made to order. These shoes 
are oxford style. 

Women 


she ICS 


who wish to have non-chrome 


tanned which are dressier than an 
oxford style shoe may obtain nonleather 
shoes of various styles. The Williams M fg. 
Co., Portsmouth, Ohio, nonleather 
women’s shoes. This manufacturer, on re 


quest, will inform physicians where such 


makes 


shoes can be obtained in various localities. 

Such nonleather shoes may have fabric, 
plastic (vinyl), or rafha (straw) uppers. 
The soles are of rubber composition, and 
the insole is a nonleather fiber. examples 
of such shoes are a white linen pump Styles 
880 and 890 and a dark nusuede imitation 
leather fabric, Styles 961, 971, 881, and 
891. 

Blooms, 311 6th Ave., New York, is the 
name of a retail store which will ship any 
where vegetable-tanned leather sandals 
made of buffalo hide from India. 

Archfame Inc., 6 W. 37th St., New York, 
will ship anywhere men’s, women’s, and 
children’s shoes which are vegetable-tanned 
and contain cloth linings. Children’s shoes 
made of vegetable-tanned leather are not 
readily available, but the Archfame company 
will make such shoes to order. 
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Role of Dye Sensitivity in Shoe 
Dermatitis 

The specific azo and aniline dyes used 
in shoes are usually a trade secret and are 
not readily made available to the physician 
for testing. While paraphenylenediamine 
is not actually used as a shoe dye, it often 
cross reacts with the type of dye used in 
shoes. The addition of paraphenylenedi- 
amine to our “screening” tray has proved 
helpful in alerting us to certain possibilities. 
A positive reaction to paraphenylenediamine 
in a patient with shoe dermatitis may, or 
may not, be significant as regards the pre- 
senting dermatitis. 

Dermatitis from dyes in leather shoes 
is apparently extremely rare, and we have 
not encountered dermatitis due this 
cause, except when the patient has had shoes 
redyed. The dye in redyed shoes is not 
likely to be as fast as the original dye. Two, 
of three patients, with “redye” shoe derma- 
titis cross reacted to paraphenylenediamine. 
In these cases the paraphenylenediamine 
sensitivity was significant, since it indicated 
cross sensitivity with the aniline dye used 
for the redyeing process, 

While primary dye dermatitis in leather 
shoes is rare, such dermatitis with fabric 
or plastic shoes is encountered more fre- 
quently. We have studied several patients 
with shoe dermatitis due to dyes which 
“bled” readily from various nonleather 
shoes. Most of these patients also reacted 
to paraphenylenediamine. 

In this connection it must be remembered 
that occasionally stocking dyes (especially 
nylon) will “bleed” from the stocking onto 
the lining of shoes. Patch testing with such 
“contaminated” shoe linings may be mislead- 
ing because the sensitizing dye originally 
came from stockings. [ven when stockings 
without sensitizing dyes are worn, derma- 
titis may persist for several months if the 
patient wears the shoes which have been 
“contaminated” with the stocking dyes. This 
is a type of secondary shoe dermatitis, the 
primary cause being the stocking dyes. 
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In our experience colored cloth linings 
in leather shoes have not caused dermatitis. 
Positive patch-test reactions with cotton 
shoe linings have to be carefully evaluated, 
since the sensitizing substance causing the 
reaction may have come from stockings 
or ingredients in deeper portions of the 
shoe. Dyes, chromates, and rubber chemicals 
may be leached out of shoes onto such 
linings. The fabric linings themselves, in 
our material, have not been sensitizers. 


Role of Nickel Sensitivity in Shoe 
Dermatitis 

In a recent review on contact dermatitis 
due to nickel we! pointed out that nickel 
is ubiquitous and that a constantly increas- 
ing number of patients are becoming sensi- 
tive to nickel. Although nickel sensitivity 
plays a minor role in shoe dermatitis, we 
have nevertheless encountered several pa- 
tients who had dermatitis of the feet due to 
metallic nickel in or on shoes. We have, 
therefore, included a 59% nickel sulfate solu- 
tion in our “screening” patch-testing shoe 
tray. 

Three patients had dermatitis of the 
instep due to nickel in the eyelets of shoes. 
One patient had dermatitis caused by the 
metal tips of shoe laces which had been 
tucked under the tongue of the shoe. Con- 
tact of the foot with buckles made of nickel 
were responsible for shoe dermatitis in two 
cases. Nickel metal clips were the cause of 
shoe dermatitis in one case. 

A positive patch test to nickel sulfate 
helped solve the cause of a dermatitis of the 
soles in one patient. This person occasion- 
ally wore nickel-plated arch supports. The 
dermatitis cleared when the metal arch sup- 
ports were replaced by leather supports. 


Nonspecific Factors in Shoe Dermatitis 


It has been shown that perspiration can 
leach out chromates, rubber additives, and 
dyes from shoes and thus cause contact of 
these potential sensitizers with the skin. It 
is our impression that the use of a non- 
caking dusting powder (fluffy tannic acid, 
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boric acid, bentonite, and purified tale dis- 
pensed in a sifter box) may occasionally 
prevent dermatitis by reducing perspiration. 
Such a powder should be dusted freely into 
shoes and stockings. Not only does the 
dusting powder tend to lessen perspiration, 
but it also may act as a mechanical barrier 
to contact with the allergen. Some patients 
apparently tolerate certain shoes when their 
feet are relatively dry. Theoretically, it is 
conceivable that there would be no allergic 
contact shoe dermatitis without perspiration 
or moisture, and it is our impression that 
some of our patients can wear certain shoes 
without getting a dermatitis only when a 
drying dusting powder is used. 

Other forms of mechanical protection 
against shoe sensitizers, such as the wearing 
of waxed paper, oiled silk, plastic paper 
bags, or aluminum foil inside shoes have 
been employed in the past. These protec- 
tive agents have proved to be generally 
uncomfortable and unsatisfactory, since 
they are occlusive and hence tend to increase 
perspiration and maceration. 

Other nonspecific factors, such as_ ill- 
fitting shoes and certain foot abnormalities, 
may cause excessive friction and wearing 
away Of protective inner shoe linings and 
allow more intimate contact of shoe sensi 
tizers with the skin. Also, orthopedic cor- 
rection of various deformities or the 
wearing of special orthopedic shoes may be 
necessary to correct certain types of shoe 
dermatitis not necessarily of the allergic 
contact type. 


Summary and Conclusions 


In our case material of shoe dermatitis, 
rubber——either in the rubber thermoplastic 
box toe or in the rubber cements——has been 
the 


dermatitis. 


commonest cause of allergic contact 


This rubber sensitivity is ap 
parently most often due to additives, such 
and accelerators. 


as the antioxidants 


Chromates, dyes, and nickel also occasion 


ally cause allergic contact shoe dermatitis. 


The following materials which are sug 


gested for a “sereening™” patch-testing shoe 


Fisher 


tray are discussed: thermoplastic rubber 
box-toe material, 1%@ monobenzyl ether of 
hydroquinone in petrolatum, 1% 2-mereap- 
tobenzothiazole in’ petrolatum, tetra- 
methylthiuram monosulfide petrolatum, 
0.25¢¢ aqueous potassium dichromate, 2% 
paraphenylenediamine petrolatum, and 
5% aqueous nickel sulfate solution, Details 
are given as to how to obtain these materials 
and how to prepare them for patch testing. 
Use of such a shoe tray may facilitate the 
diagnosis of allergic contact shoe dermatitis 
and obviate the necessity for the dissection 
of shoes to obtain materials for patch test 
ing. However, negative reactions to the ma 
the patch-testing tray do not 
It may 


terials in 
necessarily exclude shoe dermatitis. 
be necessary to test with materials from the 
suspected shoe. 

The names and addresses of shoe manu 
facturers and retailers are given from whom 
shoes may be obtained which are free from 
certain known specific sensitizers. 

The role of such nonspecific factors as 
perspiration, friction, and orthopedic de 
formities also is discussed. 


45-14 48th St. 


REFERENCES 


Dermatitis of 
Arch. Dermat. & 


Reisch, M.: 
A.M.A 


1. Shatin, H., and 
the Feet Due to Shoes, 
Syph. 69:651, 1954 

2. Gaul, kL. E.. 
of Modern Footwear to Meet Body Requirements 


and Underwood, G. Bo: Failure 
for Psychic and Thermal Sweating, Arch. Dermat 
& Syph. 62:33, 1950 

3. Blank, |. H., and Miller, O. Study of 
Adhesives in Shoes As the Cause of Der 
J. A.M. A. 149:1371, 1952 
Results of Patch 
Accelerators, 


Rubber 
matitis of the Feet, 
4. Gaul, L. E. 
Rubber Antioxidants and 

Dermat. 29:105, 1957. 
5. Sidi, and Hineky, M Allergen 
Adhesive Tape: Experimental Study with 


Testing with 


Invest 


Sensitiza 
tion to 
a Hypoallergenic Adhesive Tape, J. Invest. Dermat 
29:81, 1957. 

6. Walsh, E. N 


Hazards in 


Industrial Health, 
A.M.A. 153 


Council on 
Chromate Industry, 
1305, 1953. 

7. Morris, G. E-. 
Hands Due 


Cross-Sensitization of the 


Feet and to Chrome-Tanned Leather 


63/273 


Al 

— 


A, M. A. ARCHIVES OF DERMATOLOGY 


Shoes and Gloves, New England J. Med. 257 :567, 9. A. F. Gallun & Sons Corp., Tanners, Mil- 
1957. waukee: Personal communication to the author. 


8. Wilson, J. A.: Viewing Leather Through the 10. Fisher, A. A., and Shapiro, A.: Allergic 
Eyes of Science, Boston, The Shoe Trade  Eczematous Contact Dermatitis Due to Metallic 
Publishing Co., 1924. Nickel, J. A.M. A. 161:717, 1956. 


64/274 


: 


A Contrast of Cutaneous Cancer as Observed in Texas 


and in Minnesota 


FRANCIS W. LYNCH, M.D., St. Paul; C. FERD LEHMANN, M.D., and J. LEWIS PIPKIN, M.D., 


San Antonio, Texas 


Previous chemical studies in cancer of the 
skin have usually been drawn from homoge- 
neous material: patients from a single pub- 
lic or private clinic or, less often, from the 
private practice of single or associated per- 
sons. A few participants in panel discus- 
sions have concluded that some difference in 
opinion on panels or in’ publications may 
have resulted from different backgrounds of 
clinical experience. Largely for these rea- 
sons we have compared two series of pa- 
tients from our widely separated practices, 
beginning the study from curiosity and in- 
terest and only later considering public 
presentation of the results. 

Contrasts between the clinical material of 
the two practices are based principally upon 
the geographic influence of situation in the 
northernmost and southernmost areas of the 
United States Texas. In 
these regions there is great difference in 


Minnesota and 


temperature and the total hours of clear 
sunlight, leading to the wearing of protec- 
tive clothing in the North, with resultant 
protection against light as well as cold. The 
national origins of the patients’ inheritance 
in the Minnesota practice are principally 
German, Scandinavian, and Irish and, in the 
Texas practice, German (of blonde color- 
ing), English, and Mexican or of Mexican 
descent. At the onset of the study it was 
assumed that these might be the principal 
factors contrasting our clinical experiences. 

Kstimate of relative incidence of cancer 
was based on the frequency of the first di- 
agnosis of cancer of the skin for that person 


Submitted for publication July 31, 1958. 
Read before the 78th Annual Meeting of the 


American Dermatological Association, Inc., Sun 


Valley, Idaho, Tune 7, 1958. 


in that office in relation to the total num 
ber of new patients seen in that office in a 
given period of time.* After consideration 
of difference in the sizes of the practices, 
based on the numbers of new patients of all 
types seen during the same calendar year, 
incidence of patients with cancer was found 
relatively more frequently in the South, in 
the ratio of 5.7:1. Two factors lead to an 
even higher ratio of true incidence of can 
cers of the the South there is 
greater simultaneous multiplicity of lesions. 
More patients in the South develop addi 
tional cancers subsequently and thus return 


skin. In 


as old patients with new cancers; such pa 
tients, having a previous diagnosis of can- 
cer in our offices, were not included in this 
survey. 

lor detailed review there selected 
from each practice a consecutive series of 
patients with cancer, the periods of time 
being in the ratio of 6:1 in order to pro 
vide aproximately equal numbers the 
two series. Before detailed analysis, the 
following northern cases were excluded: one 
patient with malignant melanoma, one with 
carcinoma metastatic from within the body, 
one with eccrine and one with 
basal-cell epithelioma derived from a nevus 


papilliferus. In the 


poroma, 


syringadenomatosus 
southern series a patient with malignant 
simul 
the 


melanoma was included because he 


taneously had an epithelioma (but 
melanoma was disregarded in the study). 
In the northern practice the clinical features 
were not known in five instances referred 


* Patients included in the study included those 
seen by the clinical associates in our practices 
Orville EF. Ockuly, M.D., and Arthur C. Ressmann, 
M.D., respectively. 
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for radiotherapy after recent complete ex- 
cision; these patients were reviewed in all 
respects other than the gross morphologic 
features of their lesions, The compared 
series then included 200 patients, 99 from 
the North and 101 from the South. Not 
every point under consideration was availa- 
ble for review in the case of each patient. 


Sex Ratio 
(Of the northern series the majority were 
women (54 women versus 45 men); in the 
South the ratio was reversed (59 men ver- 
sus 42 


southern men is presumably based on their 


women). The preponderance of 
greater actinic exposure as contrasted with 
both 

with southern women. 


northerners of sexes and contrasted 
It is not clear why 
the northern series includes more women 
than men; difference in actinic exposures 
of the sexes probably is not great and 
may be in the reverse order. In the older 
age groups there are throughout the nation 
than result 


differential in longevity; this difference is 


more women men as a of a 
probably not sufficient to explain the sex 


ratio reported here. 


Number of Lesions 


Ninety-nine northern patients presented 
108 lesions, two patients having three le- 
sions and five having two lesions ; one young 
“numerous” superficial 
One 
hundred one southern patients presented 


woman presented 


pigmented basal-cell epitheliomas. 
129 lesions, two having 6 lesions each; 
three with 5, 4, and 3 lesions, respectively, 
The likelihood of 
multiple lesions is clearly greater in’ the 
South, 


Multiple lesions were more frequent in 


and nine with 2 lesions, 


men in both series, and in the Minnesota 
series they occurred in the eighth decade. 
On a given patient they usually were of 
similar histologic nature, 

Among women the only squamous-cell 
epitheliomas on the lower lip were two on 
a Texan. Two squamous-cell lesions (one 
of which was on the hand) on a Minnesota 


66/276 


A, M. A. ARCHIVES OF DERMATOLOGY 


woman occurred long after medicinal use of 


arsenic, 
Previous Treatment 


Forty-four of the southern patients had 
received previous treatment by their physi- 
cians for other cancers of the skin; his- 
tories in the northern practice were less 
exact, but only several had been so treated 
(excepting the five previously mentioned as 
having recent excision which resulted in 
their diagnosis ). 


ight southern patients presented lesions 
which had previous treatment; in the North 
only one currently presented lesion had 


resisted previous therapy. 


Size of Lesions 

Because of difference in the use of de- 
scriptive terms it was impossible to compare 
exactly the clinical morphologic features. 
In the northern practice the dependence on 
routine use of biopsy probably accounted 
for less accurate clinical descriptions; the 
use of x-rays rather than radium perhaps 
led to less attention to the accurate meas- 
urement of lesions, Diameter of more than 
1 cm. was estimated in 30% of the northern 
patients and 24% of the southern patients. 
After excluding the superficial basal-cell 
epitheliomas, a total of nine lesions in the 
north were more than 1.5 cm. in diameter ; 
among the more numerous lesions in_ the 
south, the comparable figure was six. Of 
the larger lesions, two in the North were 3 
cm, in diameter and one in the South was 
3 by 4 em. 

We are uncertain as to the cause of this 
tendency for northern patients to present 
larger lesions. Possibly the northern person 
and his family, having less experience with 
cancer of the skin, fail to recognize it as 
early as it would be noticed in the South. 
Perhaps the southern patients come earlier 
to the dermatologist because discomfort fol- 
lows their greater actinic exposure, with 
stinging or burning sensation in their kera- 
toses. ( However, the observations for this 


study were made in midwinter. ) 
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Histopathologic Types 


Biopsy was routine in the North, but in 
the South it was performed in only 25% 
of the lesions, when clinical features left 
doubt in the mind of the observer. There 
was one intraepidermal squamous-cell epi- 
thelioma in the northern series. In each, 
the northern and the southern series, there 
were five patients with superficial basal-cell 
epitheliomas. Other forms of 
lesions were slightly more frequent in the 
North, 80% as compared with 75% in the 
South. 
elements were observed three times in the 
North the South; for this 
study these lesions have been regarded 
Although 


squamous-cell lesions occurred more often 


basal-cell 


Lesions with mixed basosquamous 


and once in 


as squamous-cell  epitheliomas. 
in the South, they were present in nearly 
the same proportion among men in both 
series, 26% in the southern and 28% in 
the northern, 

The greater predominance of basal-cell 
lesions in the northern series was due partly 
to the larger number of women in_ the 
northern than in the southern series (since 
women in both series had more basal- than 
squamous-cell lesions) and due also to a 
greater tendency for northern women to 
develop basal-cell lesions (85% of the wom- 
en in the North as compared with 75% 
in the South). 
mean that basal-cell epitheliomas were more 
frequent in northern than in southern wom- 


This observation does not 


en but only that when epitheliomas oc- 
curred in they 
squamous-cell in type more often than they 
were in northern women. 


southern women were 
Since male Tex- 
ans had squamous-cell epitheliomas much 
more often than did male Minnesotans but 
in no greater ratio than their preponderance 
of basal-cell epitheliomas, these observa- 
tions are somewhat confusing as to the in- 
Huence of actinic rays in the production of 
basal-cell epitheliomas. However, since both 
types of epithelioma are much more fre- 
quent in the South, it is possible that actinic 
radiation is an etiologic factor in both, as 


Lynch et al. 


appears to be true in radiodermatitis and 
xeroderma pigmentosum, 


Sites of Lesions 


Comparison of sites of involvement 
showed variations, some of which were diffi- 
cult to explain, Lesions on areas normally 
covered by clothing were present in about 
the same proportions in both series, four 
in the North and five in the South. 


series one man and one woman presented 


In each 


a squamous-cell epithelioma on a_ hand. 
Thus approximately 95% of the epitheli- 
omas were on the head and neck. Lesions 
of the scalp were more frequent among 
women, an observation for which we have 
no explanation. 

In absolute figures for basal-cell epitheli- 
omas the cheeks, nose, and eyelids were 
favored North, as were the 
South, 
Comparing northern and southern series 


sites in the 
cheeks, nose, and forehead the 
the cheeks and nose were relatively (not 
absolutely ) more frequently involved in the 


North; the forehead was more frequently 


involved in the South, both relatively and 
absolutely. 

except as open collars allow greater ex- 
posure to actinic radiation of the neck in 
the South, we cannot explain the differences 
in incidence relative to. site. 
the present a 
greater number of lesions in the South. 


One might 


have expected hands to 


Ages of Patients 


No attempt was made to compute the 
the 
stated ages are as at the time the patient 


age at time of onset of lesion; the 
presented for treatment and the ages were 
Median 


southern series was nearly 10 years younger. 


grouped by decades. age in the 
When considered separately for basal-cell 
lesions (50-59 years versus 60-69 years) 
and for squamous-cell lesions (60-69 years 
versus just more than 70 years), one notes 
that the 
earlier in both series. 


basal-cell lesions were observed 


In the southern series the basal-cell le 
sions were presented by women at an earlier 
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age; squamous-cell lesions were presented 
earlier by the southern men. In the north- 
ern series the age-sex trends were similar 
but less pronounced, 

Southern men had many more squamous- 
cell lesions of the neck and the lower lip, as 
compared to southern women and to north- 
erners of either sex, Therefore, conclusions 
should not be drawn without giving con- 
sideration to the fact that these sites were 
associated with earlier ages (both in the 
North South in the case of the 
lip). Thus, if one excludes squamous-cell 


and the 


involvement of the lower lip and neck, it 
appears (1) that other squamous-cell lesions 
were associated with ages that comparatively 
were even higher than suggested above and 
(2) that in the South no age 
difference between the sexes as regards 


there was 
squamous-cell lesions of sites other than 
the lower lip and the neck. The difference 
between ages of northern and southern pa- 
with 
actinic exposures in the cases of both types 


tients could) be assumed relate 


of lesions. 


Treatment 


There was no attempt to compare the 


results of therapy. The following tabula- 
tion displays the selection of therapeutic 
agents in the two series: 


Excision 


Electro- by 
Radium X-Rays surgery Scalpel Total 
Texas 100 12 14 3 129 
Minn 0 86 16 5 108 + 


This multiplicity of therapeutic agents is 
evidence of the dermatologist’s opportunity 
for individualization of therapy by select- 
ing from various alternatives in order to 
obtain for his patient the best possible  re- 
sult. In addition to this ability and willing- 
ness to use a variety of therapeutic agents 
the dermatologist is in a particularly favora- 
ble position for management of the problem 
of cancer of the skin because of his knowl- 
edge of clinical differential diagnosis, his 

+ One patient was referred to Dr. Frederic E. 
Mohs, University of Wisconsin, for chemosurgery 


because of a large lesion on the nose, 
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training in and use of histopathology, and 
his interest in precancerous lesions. 


Comment 

We have presented comparative figures 
on the incidence of cancer of the skin in 
our practices. These figures only suggest the 
true incidence in our communities. After 
consideration of these figures, the greater 
multiplicity of lesions on the Texan patients 
and their greater susceptibility to the future 
development of additional lesions, one esti- 
mates that the ratio of 10:1 more clearly 
represents the relative incidence of cancer 
of the skin in the two communities. 

The greater incidence of epitheliomas in 
women versus men in the North is not 
explained by us. 

The larger size of lesions in the North 
was suprising. 

The ratio of basal-cell to squamous-cell 
epitheliomas was higher than anticipated on 
the basis of previously published reviews, 
4:1 in the North and 3:1 in the South. The 
relative incidence of squamous-cell epitheli- 
omas was similar in both groups of men. 
The greater incidence of basal-cell epitheli- 
versus men the 


Oomas women 


northern series led to the higher total in- 


among 


cidence of epitheliomas among women in 
the northern series. No explanation is of- 
fered. 

Involvement of the head and neck approx- 
imated 95% in these as in other series. In 
both series the cheeks and the nose were 
favored sites for basal-cell epitheliomas, 
with the forehead next in line in the Texas 
series and the eyelids in Minnesota. Greater 
exposure of the forehead to sunlight might 
be the explanatory factor. This factor may 
also account for the greater involvement of 
the neck by squamous-cell epitheliomas in 
the group, but, in Minnesota, 
where the cheeks and nose were more often 


Texas 


involved, it fails to explain the relatively 
smaller involvement by cancer of the lower 

lip. 
Occurrence at relatively early ages was 
noted in cancer of the lip and neck as 
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compared with squamous-cell epitheliomas 
elsewhere and with basal-cell epitheliomas. 
With both basal- and squamous-cell epitheli- 
omas the Texans were involved at earlier 
ages than were the Minnesotans. 


Summary and Conclusions 


Cancer of the skin was observed much 
more frequently in Texas than in Minne- 
sota. Both types occurred at earlier ages in 
Texans than in Minnesotans. Basal-cell 
lesions occurred more frequently in women. 
They occurred at earlier ages than did 
squamous-cell lesions other than those of the 
neck and the lower lip, which were seen 
almost exclusively in men and_ relatively 
more frequently in Texans. 

Actinic exposures appear to explain these 
differences, but they do not explain com- 
pletely the behavior of basal-cell epitheli- 
omas. If basal-cell epitheliomas relate with 
actinic exposure, then why do they occur 
-arlier in women than in men? Greater 
actinic exposure is not likely to be great 
enough for the complete explanation. How- 
ever, difference in actinic exposure may be 
at least part of the explanation for greater 
absolute, not relative, incidence of basal-cell 
epitheliomas in Texans, the occurrence there 
at an earlier age, and the relatively greater 
incidence of such lesions on the forehead, 
as compared with Minnesota. 


350 St. Peter St., St. Paul. 


ABSTRACT OF DISCUSSION 


Dr. Everetrr C. Fox, Dallas, Texas: Dr. Lynch, 
Dr. Lehmann, and Dr. Pipkin have presented an 
interesting comparative clinical study. Further 
studies of this type may encourage more uniform 
clinical records and terminology, the verification 
of results of various therapeutic measures, and 
the development of a better understanding of 
regional variations of common disease entities. 

The ratio of 6:1 or 10:1 for cutaneous malig- 
nancies in Texas and Minnesota seems to be in 
agreement with general opinion. The size and the 
location of lesions were much the same. 

The 10-year age difference probably relates to 
many factors and not to solar activity alone. The 
occurrence of squamous-cell carcinoma more fre- 
quently in the South very probably relates to a 


Lynch et al. 


greater actinic exposure, and the lesions occur at 
an earlier age. This certainly contributes to the 
development of lesions on the sides of the neck and 
lip. Herpes simplex of the lip frequently precedes 
carcinoma of the lip. 

In general, it is doubtful that basal-cell carci- 
nomas have any relation to solar exposure, even 
though 85% of basal occur above the 
clavicle. This is also the area of highest pilose- 
baceous activity. Keratoses usually precede the 
development of a squamous-cell lesion. The basal- 
cell lesion has no antecedent in the vast majority 
of cases and is frequently follicular in site. 
Seborrhea is probably more important than sun- 
However, basal-cell lesions are seen to occur 


lesions 


light. 
in areas of radiodermatitis, and they usually, again, 
are follicular, beginning as a 1 or 2 mm. firm 
vesicle-like 
present in 75% to 85% of cutaneous malignancies. 

A recent review of 150 patients’ records revealed 
basal-cell carcinoma in 128, which was 85% of the 
cases, with 80 men and 48 women, and squamous- 
cell carcinoma in 22 instances, which were 15% of 
the series, with 18 men and 4 women. In this group 
there was also one melanoma in a man. 

The increased incidence of basal-cell lesions in 
women, observed by Dr. Lynch, has no immediate 
explanation unless a greater number of female pa- 


lesion, Basal-cell lesions are usually 


tients are seen. 

We should encourage these gentlemen to pursue 
their clinical differences of findings and provide 
us with answers to some of these perplexing 
questions. 

I believe that in large series of cases, if we 
could agree on a accurate standard clinical record 
to record all of our information, with standard 
nomenclature, and this information could then be 
transferred to IBM punch cards for statistical 
studies, this might enable us to study some of these 
peculiar and now unanswered questions. 

Dr. M. El Paso, Texas: I should 
like to emphasize a few points made by the essay- 
ists which are particularly applicable to practice 
in the very arid section in which I live. 

The authors reported that in Texas epitheliomas 
occur earlier than in Minnesota, as well as being 
much commoner, That is certainly true. We have 
observed a number of squamous-cell epitheliomas 
of the lower lip in red-headed freckled cowboys at 
around 18 to 21 years of age. These were men 
who smoked a lot, so that was a factor in addition 
to the sun and the extremely dry air. 

Our big problem in the desert country is the 
chronic keratotic actinic skin, the people in outdoor 
occupations who do not tan uniformly but freckle 
These people come in more or less regularly with 
multiple epitheliomas, both squamous and basal, on 
the face and neck, and keratoses and squamous-cell 


epitheliomas on the backs of the hands. They are 
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regular patients as long as they live. Some of these 
patients have a thick leathery keratotic skin, par- 
ticularly on the hands and forearms, and_ these 
usually have a low tolerance for radiation. Often 
some form of surgical treatment in these cases is 
preferable. 

Dr. Herpert S. Atpen, Atlanta: This very inter- 
esting comparison brings up some ridiculous no- 
tions, perhaps, as well as some serious ones, One 
might even suggest that segregation may explain 
this quantitative difference, but I do not think that 
it is so much a geographical fact as it is an in- 
tensity of solar radiation, as well as a prolonged 
intensity of solar radiation. Certainly, in Georgia, 
we see far more basal-cell carcinomas rather than 
think that the over- 
whelming majority of the squamous-cell carcinomas 


squamous-cell carcinomas. | 


of the lower lip occur in farmers, many of whom 
give a history of a prior fever blister. | am also 
impressed by the fact that the existence of sebor- 
rhea is a potent factor. This discussion also brings 
up the point of the “basal-cell nevus,” of which 
Dr. Howell wrote. Is it possible that some of these 
are hereditary tumors ? 

Dr. Louis H. Winer, Beverly Hills, Calif.: For 
ten years | have been treating three test pilots who 
These cancers 


have developed multiple cancers. 


are most frequently basal-cell cancers. They de- 
velop not only on the exposed parts but also on the 
unexposed parts of their bodies. [| have considered 
cosmic rays as a contributory factor in the for- 
mation of these skin lesions because these men fly 
at very high altitudes. 


| also have seen patients with herpes simplex of 


the lip who three or four weeks later come in with 


a nodule which had not been present before, in the 
same site of the lip. On biopsy, the nodule is 
proven to be an intraepidermal squamous-cell car- 
cinoma. Could the herpes have produced these ab- 
normal cells? We find hyperchromatic single, as 
well as multinucleated, cells in smears of herpes 
vesicles. These cells may resemble very closely 


those seen in smears of exfoliated cells of a 


squamous-cell carcinoma. By knowing the clinical 
history and the site of the lesion, one can diagnose 
these smears as abnormal herpes or balloon cells. 
In the biopsy specimen of these nodules, however, 
the entire epidermal rete is dissociated, the polarity 
of the nuclei are disarranged, and abnormal mitotic 
figures are present. One can, therefore, consider 
these as malignant carcinoma cells, rather than the 
degenerated balloon cells of herpes. 

Dr. James B. Howe, Dallas, Texas: This is 
a very popular subject, and dermatologists should 
continue to take the initiative in the field of skin 
cancer. Dr. Michelson has recently suggested that 
a tumor registry be established by the American 
Academy of Dermatology. This would give an 
opportunity to continue a study of the type started 
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by Dr. Lynch, Dr. Lehmann, and Dr. Pipkin. | 
think we should give weighty consideration to the 
matter of a central tumor registry for cutaneous 
tumors. 

Dr. Witty M. Sams, Miama, Fla.: There are 
many points of interest in this comparative clinical 
report. Difficulties are encountered from the sta- 
tistical standpoint in a problem of this type, and 
many factors must be considered in the selection 
of patients in order that a study will correctly 
evaluate the various clinical points under discussion. 
Dr. Pardo-Castello and I have discussed the fact 
that we both see patients from Key West, Fla. It 
is a community approximately midway between 
Miami and Havana, insofar as transportation fa- 
cilities are concerned. 
both 
Owing to my linguistic restrictions, | see mainly 
the English-speaking group, and it is likely that 
Dr: Pardo 
group. | suspect that my English-speaking group 
has a higher incidence of skin cancer. In this 
situation, geographical location is not so important 


It has a large group of 


English- and Spanish-speaking residents. 


sees more of the Spanish-speaking 


as the racial factor, 

Reference is made to Dr, Lynch's higher per- 
Factors which might 
lead to the choice of a physician by patients who 


centage of female patients. 


are seeking their medical consultant are multiple : 
The method of treatment ordinarily used, fear of 
surgery, hospitalization vs. ambulatory treatment, 
the financial 
I am certain that the 
practitioner sees a different class of patient and 


insurance programs, and Status are 


just a few to be considered. 


earlier manifestations of neoplastic disease than 
that) which group from the 
same community. How to set up a statistical study 


occurs in the clinic 
to evaluate all of the factors is the problem that 
faces us in a study of this type. 

Dr. Marion B. Sutzpercer, New York: If it 
had not been for the remarks of Dr. Wiley Sams 
and Dr, Everett Fox, | should not have spoken. 
But now | should just like to report that, starting 
about three years ago, we began at the Skin and 
Cancer Unit of the New York University-Bellevue 
Medical Center a statistical analysis of different 
types of tumors, particularly cancers of various 
kinds. 

Some years ago I was struck, as all of us have 
been, by the fact that this tremendous clinical 
material of all kinds of skin tumors was going 
through our institution but was valueless as far 
as any compilation or comparative 
therapeutic evaluation was concerned because no 
proper records, no proper index, had been set up 
for analyzing the cases from the various important 
points of view. 

Under Dr, Victor Witten and Dr. Alfred Kopf 
and the surgeons, first Dr. Herbert Willy Meyer and 
later Dr. David Lyall, Dr. Alexander Zimany, 


statistical 
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under the radiologists, Dr. Milton 
Friedman and Dr. Gustave Kaplan, and under the 
general Richter’s 
Service we now have a tumor clinic, a tumor sec- 


and others; 


pathologists of Dr. Maurice 
tion, and a tumor conference in which these tumors 
are all classified and their different characteristics 
very carefully recorded on IBM cards. 
There are hundred different 
being recorded on these IBM cards, and the Amer- 
ican Cancer Society has been very helpful to us, 


several factors 


and their statisticians also, in setting up the basis 
for this statistical study. I should certainly wel- 
come it if other clinics or practitioners and other 
would and 
come and see what our records are on these cases 


dermatologists augment our studies 
and how hopeful the outlook is for us to be able to 
find out something, maybe in the next 20 vears, 
about these tumors—certainly something about 
their course and their responses to various forms 
of therapy and perhaps even about their causes. 

I should also like to mention that this study has 
been supported by several grants; some smaller 
grants and one very generous grant from the Lillia 
Babbitt Hyde Foundation 

Dr. George H. Curtis, Cleveland: T think that 
it is most interesting that this discussion on estab- 
lishing a tumor registry seems to conform some- 
what to the suggestion I made yesterday about 
establishing a central registry for all dermatological 
diagnoses. 

In The Cleveland Clinic we have a tumor regis 
try in which we follow up malignancies of all types. 
In regard to the basal-cell epitheliomas in our reg- 
istry, we follow up these patients for three vears 
We 


do this in conjunction with the Committee on Can- 


and the squamous-cell lesions for five years. 


cer of the American College of Surgeons and the 
Joint Committee on Accrediation of Hospitals. 

I should like to know from the membership as 
to whether or not a three-year follow-up is long 
enough for basal- and a five-year follow-up long 
enough for squamous-cell lesions. 

Dr. STEPHEN ROTHMAN, Chicago: In reply to 
Dr. Curtis, at the University of Chicago our Can 
cer Registry follows all patients with basal-cell 
carcinomas, squamous-cell carcinomas, and ana- 
plastic keratoses for five vears. | think that this is 
the specification of the American Cancer Society. 
We are gratified with the work of this registry 
because it automatically calls im the patients for 
a check-up every year. 

Concerning the occurrence of herpes simplex 
followed by squamous-cell carcinomas on the lip 
in the same place, | should like to call your at- 
When | 


collected data concerning cutaneous manifestations 


tention to old data in the literature. 
of internal malignancies many years ago in. Dr. 
Bruno Bloch’s clinic, in Zurich (ArcH. DrERMAt 
u. Sypu. 149:99, 1925), | found many cases where 
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herpetiform lesions, zoster or other herpetiform 
lesions, had preceded cutaneous metastases of in- 
ternal carcinomas; so we must admit at least as 
that 
created or can be created by herpetiform lesions. 
Dr. A. FrercHer Hats, Santa Monica, Calif. : 
| have been much interested in this presentation 


much a locus minoris resistentiae has been 


and in the remarks of the previous discussers. 

I think that if we take into consideration what 
Dr. Fox said with regard to a great many of the 
basal-cell carcinomas as being probably not of 
actinic origin and that consequently there is a sub 
both 
regions and then superimpose upon that substratum 


the number 


stratum of nonactinogenic carcinomas in 


and type of actinogenic carcinomas 


(obviously more frequent in Texas), we get a 
shift the 


reported in the two geographic areas 


better explanation of the types as 

The other point that | wanted to comment on 
was with regard to herpes simplex preceding car 
cinoma of the lip. [| do not think that we can or 
should assume that there is any causal relationship 
in this sequence because if we have two actinogenic 
diseases which can affect the lip, naturally, we will 
find both of them occurring in the same person 
think we 
ssume that herpes is a premalignant lesion 


in many cases, and | do not have any 
right to 
on this basis alone. 


Ayres III, 


somewhat surprised to hear the authors report that 


Dr. SAMUEL Los Angeles: | was 
the effect of actinic damage was not particularly 
important in the etiology of basal-cell carcinomas. 
I had always felt that there was a very definite re 
lationship and that the much lower, in fact almost 
negligible incidence, of either type of skin cancer 
in darker-complexioned races was compatible with 
that 
apparent discrepancy between the difference im in 


idea. | should lke to get their ideas on the 


different 
types of complexion, on the one hand, with their 


cidence of basal-cell carcinomas in the 


feeling that there was no connection or, at least 
very little connection, with sunlight exposure in 
relation to basal-cell carcinoma. 

It seems to me that we see basal-cell carcinoma 
in very high incidence in the same patients who 
have actinic keratoses, from the de 


also apart 


velopment of squamous-cell carcinoma 

| should also like to point out that the question 
of what is considered the covered portion of the 
body, [ think, must undergo considerable revision. 
Certainly, it depends to a large extent on the area 
of the country in which you live and, perhaps, also 
to which generation you belong. Certainly, in many 
of the sunny areas of the country, particularly 
southern California, you are hardly justified in 


considering anything except the immediate bathing 
trunk area in men and the swimming-suit area in 


women as covered portions. I think that statistics, 


in order to be at all standardized, would have to 
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take into account the fact that large amounts of 
sunlight are certainly inflicted upon the back, arms, 
and legs in many persons, certainly in our area 
of the country. 

Dr. HerMAn Pinkus, Monroe, Mich.: Most 
dermatological publications on skin cancer come, 
of course, from large centers and from experts 
especially interested in this field. Some years ago 
I attempted to do something about the contention 
of surgeons and radiologists that favorable thera- 
peutic results reported from these sources did not 
prove that the average dermatologist is competent 
in treating skin cancer. Dr. Richard Ferrara, at 
that time a resident in our department, reviewed 
five-year treatment results in 226 cases treated in 
the private offices of five Detroit dermatologists. 
There was no selection of cases except that all had 
microscopic confirmation of the clinical diagnosis. 
Therapy varied according to the 
preference of the individual dermatologist. Sur- 
gery, x-ray, and dermatologic curettage, and cau- 
tery were employed most commonly. Results were 
surprisingly uniform in that about 95% of cases 
were cured without recurrences. This survey in- 
dicates that the average dermatologist in the De- 
troit area is entirely capable of curing skin cancer. 


considerably 


Last year I compared the age distribution of 
basal-cell epitheliomas in my biopsy material and 
found that average age at the time of consultation 
had decreased noticeably when the years 1945-1946 
and 1956-1957 were compared. The peak was still 
in the sixth decade, but many younger patients were 
seen. | doubt that people develop basal-cell 
epitheliomas at an earlier age now than they did 
10 years ago. I rather believe that education of the 
public actually leads many patients to the derma- 
tologist several years earlier than they came in 
times past. Many of the biopsied lesions were 
quite small and noncharacteristic clinically. This 
experience puts added responsibility for early diag- 
nosis on the dermatologist (A.A.A.S. symposium in 
skin malignancies, to be published). 

Dr. C. Ferp LEHMANN, San Antonio, Texas: 
It must be reiterated that this comparison of the 
incidence of skin cancers in the North and South 
does not give a true incidence of the disease in 
general. To do so, we would have to record the 
experiences of all practitioners in every field, as 
well as the statistics from all hospitals and clinics. 
This is only a comparison of the practice in one 
office in the North with one in the South. 

Regardless of the small series in this study, I 
feel that the ratio of 10:1 correctly reflects the 
increased number of skin cancers seen by derma- 
tologists in the southwestern United States. It is 
regrettable that our records are not complete 


enough to make further comparisons, I should be 
particularly interested to compare the number of 
keratoses seen in 


each cancer case in the two 
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that each 
seen by us had an average of five keratoses on the 
exposed parts; in other words, five keratoses to 


series. I would estimate cancer case 


ach active cancer. Strong sunlight produces a 
stinging or burning sensation in keratoses, and, 
very frequently, the doctor is consulted for this 
reason and the cancer is discovered incidentally. 
Our series was not collected during the keratosis 
season, which is July, August, and September. This 
facet could be studied further from various stand- 
points. For instance, first, should every advanced 
keratosis be biopsied to corroborate definitely the 
clinical diagnosis? In our work, this is not feas- 
ible, for very obvious reasons. Therefore, we prob- 
ably coagulate many superficial cancers as keratoses. 
Second, what is the ratio for the number of 
keratoses in the cancer case which is first seen to 
new cancers that later develop? In other words, 
does the man who develops all these keratoses not 
have a propensity to develop cancer, regardless 
of sunlight? Third, what is the ratio of keratoses 
in people of outdoor occupations to people not 
excessively exposed to sunburning? We have par- 
tially answered that. 
cases of skin cancer later develop internal cancer? 


Fourth, what proportion of 


That question needs further studies in the South. 

Again, our records do not give accurately the 
proportions of blondes who had skin cancer, al- 
though partially so. It is my estimate that the ones 
who had outdoor occupations are in a ratio of five 
blondes to one brunette. We rarely see cancers in 
Mexicans and Negroes. 

Another question that has been in my mind for 
years is, do our patients have some other common 
carcinogen than sunlight irritation? Could it be 
dietary? That has to be considered in these people 
who live in this realm of civilization. Or do they 
weaken the coenzyme system of their cells by re- 
striction of an essential vitamin or trace element ? 
Or is there a common external carcinogen other 
than sunlight, such as the alkali dust irritation or 
an end-product of sebum that 
dynamic? Remember, a lot of these people who 
live out on ranches and farms do not practice the 
best hygiene in their skin. 


becomes photo- 


Then, finally, does atavism explain the increased 
incidence of skin cancer in our locality? In other 
words, have our patients inherited defective proto- 
plasm ? 

After considering the above-mentioned questions, 
one can readily see that skin cancer in the sunny 
Southwest presents interesting problems 
which require further study. 


some 


Dr. JAMES Lewis Piekin, San Antonio, Texas: 
Possibly, the discussion precipitated by this paper 
makes it worth while. The comparison of the 
carcinomas encountered in our private practices in 
these limited short-time surveys brings out very 
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interesting and unsuspected differences. Some are 
explainable, and others are not. 

The frequency in the South as compared to the 
North, say 6:1 or 10:1, whichever figure you elect 
to go by, is probably still a low figure. In our 
survey, we, unfortunately, picked two months which 
for can- 
At that 
time, we saw only 129 carcinomatous lesions in 101 


we might term as “out-of-season months” 
cer, that is, January and February, 1955. 
patients. During these months, the detailed data 
were this 
twice as many patients with carcinomas were seen 
during the same length of time between May 1 and 
through October, 1955, which, incidentally, may be 


recorded for survey. Approximately 


considered our “open season” on skin cancers. A 
total of 631 patients with skin cancer was treated 
during this six-month period; in other words, over 
1,200 skin cancers were treated during the year 
1955. 

If the average of 100 lesions treated a month is 
used as a comparative figure, the ratio would be 
13:3] This can be further 
enhanced if Latin-American 
population, who are deeply pigmented, which in 


in favor of the South. 
one leaves out the 


turn affords protection from the actinic rays, 


thereby lowering the incidence of skin cancer. 

In regard to size, Texas concedes to Minnesota. 
It is difficult to explain why the northern patients 
present larger lesions. As Dr. Lynch intimated in 
his discussion, it could possibly be that the northern 
patient, having less experience with cancer of the 
skin, fails to recognize it as early as in the South 
It is well to remember that 44 of our 101 patients 
had previously been treated for cancer of the skin. 
It is generally felt, | believe, that most skin can 
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cers seen today are smaller than those observed in 
vears past. No doubt, the comprehensive educa- 
tional campaign sponsored by the American Cancer 
Society and the propaganda put forth regarding 
the early warning signs of cancer by the press, 
the radio, and television tend to bring the patient, 
and especially the patient who has had previous 
experience with cancer, to the physician earlier. 
Large lesions are more frequently seen in the 
ignorant and financially distressed patient. This 
is casting no aspersions on the Minnesotans, how- 
ever. It Is that these large 
lesions are now being treated in our state by the 
state-operated tumor institute and are not com- 


also true many of 


monly seen by the private physician. 


Distances in Texas incur trouble and expense, 


both of which are, indeed, a deterring factor to the 
ignorant and the poor patient to travel from their 


community to the distant tumor hospital. This 
would tend to increase the small lesions in) our 
series. 


This particular presentation can be considered 
a pilot study and indicates differences do exist in 
skin This may 


possibly act as a more compre 


cancer various locales. report 
stimulus for a 
hensive study of a larger series of cases over a 
longer period of time, which might, in turn, clarify 
these differences. 

With regard to Dr. Ayres’ question, this short 
statistical survey does not indicate that sun has 
very much to do with the production of basal cells. 
Lehmann and | feel very strongly 


part in 


However, Dr 
that 
stimulating the onset of basal-cell carcinoma in our 


actinic rays do play an important 


locale. 


sal 
y 

| 
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Wet dressings are an effective derma- 
tologic tool frequently used for multiple pur- 
poses—bacteriostasis, debridement, relief of 
pruritus, mechanical protection, application 
of heat and cold, keratolytie action, and 
healing effect.’* Since many different solu- 
tions are applied empirically by physicians 
in the form of wet dressings, a study was 
undertaken to determine the comparative 
effects of several solutions upon aseptic 
wound healing in man. [except for aseptic 
wound repair, no other facets concerning 
the use of wet dressings will be discussed. 

Standard textbooks of pathology describe 
wound healing and are generally in agree- 
ment as to the processes concerned.?> These 
texts explain that in the open type of wound 
(without close wound 
edges) the gap is filled with a mixture of 
coagulated blood, fibrin, and inflammatory 
exudate, and in and upon this the fibroblasts 
and endothelium build) granulation tissue. 


juxtaposition — of 


The process of granulation tissue formation 
begins at the base of the wound and_pro- 
gresses to the surface. Polymorphonuclear 
leukocytes are seen early and are soon 
followed by macrophages and lymphocytes. 

New the 


sides of the wound from normal epidermis 


epithelium regenerates from 
by a “sliding out” process across the granu- 
lation tissue, with mitosis taking place in 
the older epithelium some distance from 
the edge of the injury.*7 It is felt by one 
author order 


that in for epithelium to 
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The Comparative Effect of Various Wet Dressings 
upon Aseptic Cutaneous-Wound Healing in Man 


RAY O. NOOJIN, M.D.; ROBERT A. LEWIS, M.D., and CHARLES H. LUPTON, M.D., Birmingham, Ala. 


migrate a substratum of mesenchyme ts 
required? 

Gillman et al.* offer a somewhat different 
viewpoint. Their concept states that the 
first tissue to regenerate and bridge the 
incisional gap is the epithelium and that this 
epithelium always inverts and grows into 
the depth of the wound. [our to six days 
after injury there develops just beneath 
the new epithelium a dermal response in 
the form of a glycogen- and protein-rich 
exudate. This exudate raises up the overly- 
ing epithelium in blister-like blebs. On the 
6th-10th days there is seen an infiltrate of 
numerous round cells beneath the new epi- 
thelium as well as capillaries growing into 
the subepithelial exudate. Keticular fibers 
are also deposited, These authors, in addi- 
tion, aver that connective tissue regeneration 
takes place from blood cells which migrate 
into the subepithelial exudate from the blood 
stream itself and from the previously oc- 
curring perivascular cutting of round cells 
and not from activation of existing dermal 
fibrocytes, Too, they believe that the blood 
and tissue fluid the time of 
wounding play no role in repair other than 
in a protective fashion. 


released at 


By using Thiersch’s donor sites Gillman 
et al.” found that new surface epithelium 
regenerated from neighboring undamaged 
skin, hair follicles, sebaceous gland 
forms 
“pseudorete pegs” which invade the dermis. 


ducts. The outgrowing epithelium 


These invading spurs of epithelium become 
detached; are surrounded by lymphocytes, 
histiocytes, and fibrocytes, and eventually 
are treated like foreign bodies. The authors 
concluded that wound healing was dependent 
upon the maintenance of a delicate balance 
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between new connective tissue and regener- 
ating epithelium, with each, in turn, in- 
Huencing the other. 

Dunphy and Udupa divide the normal 
pattern of wound healing into two phases : 
The first is a productive or substrate phase, 
beginning shortly after wounding, with a 
duration of approximately five days.'° Dur- 
ing this phase mucopolysaccharides and 
soluble protein precursors of collagen are 
produced. The second phase follows and is 
the collagen phase, wherein normal collagen 
fibers are produced, This continues until 
healing is complete. 

A perusal of the more recent literature 
did not reveal any study of the effects of wet 
dressings and various compress materials 
upon wound healing. Randall and Randall " 
used the abraded skin of rats to investigate 
the effect wound healing of various 
preparations; however, none of these was 


on 


used in the present study. They found that 
reepithelization of abraded skin varied in 
versely as the degree of irritability of the 
substance applied. Such substances as sear- 
let red were found to be irritating and con 
sequently retarded wound repair. 


Material and Methods 


In order to make comparative studies of the 
effects of various solutions upon the elements in- 
volved in wound repair (reepithelization, cellular 
infiltrate, elastic tissue, collagen, polysaccharides, 
and other carbohydrates), both histologic and histo 
chemical methods were used 

Six hospitalized patients with nondermatologic 


disorders were utilized for study (five Negro 
GO 
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\ 
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= 
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Fig 


Fig 3 


srass guard and handle for 
holding diamond-cutting tool. X, brass guard and 
handle control depth of wound. Y, cutting tool 
flat-edged wheel type diamond instrument 0.25 cm. 
cm. Z, flat stamped brass plate with 
central opening sufficiently large to control length 
and width of wound 


Figs. 1, 2, and 3.— 
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women, ages 30, 34, 39, 40, and 50 and one white 


man, age 32). None of these had received or 
were receiving steroid therapy. 

On the posterior thoracic region of each patient, 
six abrasions (2 cm. long & 0.5 em. wide * 2 mm. 
deep) were made approximately 6 cm. apart. A 
dental S. S. White Clinic Type Bench Motor with 
diamond-cutting tool which operated at 3,000 rpm 
was used to make the abrasions (Figs. 1, 2, and 3). 
For the cutting tool a flat-edged wheel type diamond 
instrument 0.25%1.25 cm. was used. The wound 
ethyl chloride was 
A flat stamped brass 


was made aseptically, and 


used locally for anesthesia. 
plate was employed with a central opening suf- 
ficiently large to the length and width 
of the wound. A guard partially covering the 
cutting wheel would not allow a cutting depth over 


2 mm., or to about the mid-dermis (Figs. 1, 2, 3). 


control 


Wet dressings were applied to five of the six 
wounds continuously for eight hours each day for 
five consecutive days. The untreated lesion served 
as a control and was protected with a perforated 
plastic cup. The dressings were wet sterile cotton 
gauze sponges and were removed every hour for 
eight hours, after which a new sterile freshly wet 
dressing was reapplied. Kach dressing was covered 
than 


with clear plastic sheeting slightly larger 
the wet dressing and held in place by rubber bands 
attached to adhesive-tape moorings. Aluminum 


acetate (Burow’s) solution 1:20, potassium per 
manganate 1:4,000, urea 3%, isotonic saline, and 
sterile water were the five preparations used. leach 
agent When the wet 


dressings were removed at the end of each eight 


was sterile when applied. 


hour period, all wounds were covered with a dry 
sterile cotton gauze sponge; only during this period 
was the patient allowed to lie on his back 

At the end of 72 hours a surgical biopsy speci 
the lower end of each 


removed from 


men was 
wound under 1% procaine local anesthesia. Wet 
dressings were resumed, and on the fifth day similar 


specimens were excised from the superior portion 
of each wound. One-half of each specimen was 
fixed in absolute alcohol and retrigerated at 14 
C until prepared histologically; the other halt was 
fixed in neutral buffered 10% formalin without 
refrigeration. 

After the fifth day all wounds were covered with 
sterile cotton sponges and were redressed 
daily until completely All 


completely healed clinically by the 10th postopera 


gauze 


healed. wounds were 


tive day. 

Four histologic staining techniques were selected 
to demonstrate the more important aspects of wound 
healing, namely, the general morphology, collagen, 
carbohydrates, including — the 
The hematoxylin and eosin 
the 
shown 


elastic tissue, and 
acid polysaccharides. 
was employed to demonstrate general 


Carbohydrates were 


stain 


morphology. by the 
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use of the alcian blue-periodic acid-Schiff (AB- 
PAS) reaction.” The alcian blue stain shows 
acid) groups, presumably polysaccharides. This, 


followed by the acid-Schiff (PAS) re- 
action, allows simultaneous demonstration of acid 
One- 


tenth per cent alcoholic toluidine blue was employed 


periodic 


groups and 1,2-glycols of polysaccharides. 


4s a metachromatic stain for acidic poly- 


18.14 The 
of toluidine blue 
ing on 


saccharides difficulties attending the use 


limit its usefulness. Dry section- 


some of the alcohol-fixed specimens was 


done to preserve as much as possible of the water- 


soluble carbohydrates. Collagen and elastic tissue 
were stained by the orcein-Van Gieson method. 
An estimation of the amount of each histo- 


chemically detectable substance was made by grad- 
ing the reaction from 1+ for faint staining up to 
4+ for the most intense reaction seen. 


tion at the 


Epitheliza- 
wound site 
plus schema. A 14 
epithelization, 


was also graded with this 
estimate signified beginning 
whereas a 4+ estimate indicated 


complete reepithelization of the wound. 


Results 


Third Postoperative Day.— Generally, on 
the third day of healing there was seen mi- 
croscopically an area of injury through the 


Fig. 5.—Section of wound 


on third postoperative day. 
Note that crust stains 
heavily because of the pres- 
ence of periodic acid-Schiff- 
positive material. Alcian 
blue-periodic acid-Schiff 


x 50 


stain; 
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Fig. 4—(a) Section of 
edge of wound on third 
postoperative day. Arrow 
denotes down growth of 
epithelium progressing 
under crust. Hematoxylin 
and eosin; reduced ap- 
proximately 45% from 
mag. X 100. (b) Higher 
magnification of epithelial 
projection seen on third 
postoperative day. Hema- 
toxylin and eosin; re- 
duced approximately 45% 


from mag. X 430 


epidermis to the level of the mid-dermis, 
with normal tissue on either side of the 
wound, Covering the surface of the injury 
site was an eosinophilic amorphous material 
(hematoxylin and eosin stain) consisting 
of coagulum probably composed of plasma, 
fibrin, and tissue fluid extruded from the 
damaged tissue. In the gap the 


wound was an_ eosinophilic 


between 
edges of the 
material in which were many red blood cells 
and cells of the polymorphic and lymphocy- 
tic type. Normal connective tissue was seen 
the injury, 
and fragmentation of the collagen bundles 


below with a disarrangement 
at the junction between the crust and_ the 
base of the wound. No sharply demarcated 
line existed between the crust and the dermis. 
At the 
strands of epidermal cells (2 to 3. cells 
thick ) seen extending down to_ the 
dermis below the edge of the crust (Tig. 4). 


lateral borders of the wound. short 
were 
epidermal mitoses were only rarely seen. 


The crust, which contained plasma, fibrin, 
tissue fluid, an infiltrate of polymorphonu- 
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clear cells and lymphocytes, and sloughed 
fragments of collagen and elastic tissue, 
showed positive PAS staining after the 
AB-PAS stain (Fig. 5). With the same 
stain and as noted by previous observers, 
the bordering epidermal cells of the mid- 
portion of the prickle layer contained scat- 
tered fine granules of pink material, 
presumably glycogen, in their cytoplasm.'® 
Neither the basal cells nor the granular- 
cell layer had AB-PAS-positive material 
in their cytoplasm. Approximately the same 
amount of reepithelization was present in 
all wounds including the control. Just below 
the surface of the wounded dermis there 
was noted a well-scattered and diffuse blue- 
pink material when stained with AB-PAS. 
This stained a deeper hue than the sur- 
rounding normal uninjured dermis. These 
findings were similar in all treated lesions 
and the control. 

The orcein-Van Gieson stain for collagen 
and elastic tissue showed a few black strands 
of elastic tissue and some red fragments of 
collagen in the crust. The area just beneath 
the crust in the dermis revealed the collagen 
bundles to be rather edematous, with some 
of the collagen bundles disoriented, lying 
almost perpendicular to the skin’ surface 
rather than paralled. No newly formed col- 
lagen or elastic tissue was noted. 

The orderly events of recovery) on the 
third day as shown by regenerating epi 
thelium, increased amounts of polysaccha- 
rides and other carbohydrates, and equal 


amounts of cellular infiltrate indicated a 
comparable progression in all wounds. 
Fifth Postoperative Day.—-\n the fifth 


day specimens the same general picture as on 


the third day was seen; in addition, tongues 
of epithelial cells were extending downward 
and outward over the base of the wound 
beneath the crust (lig. 6). These extensions 
of epithelial cells were three to four times 
longer than those noted in the third-day 
specimens. They were two to six cells in 
thickness. Even though reepithelization was 
observed in all fifth-day sections, reepithe- 
lization in the control wound was more 
advanced than that of any of the treated 
wounds of four patients. In two of these 
the differences were great, and in two they 
were slight. In the two remaining patients 
epithelial regeneration appeared to be ap- 
proximately equal in all treated wounds and 
the control. 

All the fifth day biopsy specimens showed 
an equal amount of cellular infiltrate but a 
denser infiltrate of lymphocytes and partic- 
ularly polymorphonuclear cells than was 
seen on the third day. Too, in all instances 
of the fifth day the crust showed a more 
pronounced separation from the dermis than 
on the third day. 

The area of the dermis just beneath the 
junction of dermis and crust revealed some 
differences between the third-day and fifth- 
day sections. On the fifth day increased 
edema and clear spaces were noted in this 
portion of the dermis. In the edema fluid 
just beneath the crust were found some cells 
with spindle-shaped nuclei which appeared 
to be fibroblasts (lig. 7). 

Again, as on the third day, the crust 
showed a positive PAS reaction with the 
AB-PAS stain, which was equal in all the 
fifth-day specimens, and it appeared that 
the hue was deeper than on the third day. 


Fig. 6.—(a) Section of 
edge of wound on fiith 
a hie 
(oad denotes further growth of 
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» epithelium under crust. 
Hematoxylin and eosin; 
reduced approximately 
45% trom mag. 100. 
ys (b) Section of edge of 
oe wound on fifth postopera 
oo 4 tive day. Arrow denotes 
epithelium. Flematox ylin 
4 and eosin; reduced ap 
: proximately 45% — fron 
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A blue-pink color produced by this stain 


was seen in the edematous areas in_ the 
dermis just beneath the crust and was a 
more pronounced color than on the third 
day. 

The mid-spinosum-cell layer of the epi- 
dermis adjoining the injury had all its cell 
cytoplasm literally filled with strongly PAS- 
positive granules-—-many more granules than 
on the third day (ig. 8). All of the epi- 
thelial cells which projected under the crust 
covering the wounded dermis had their cyto- 
plasm filled with PAS-positive material, 
and all resembled the PAS-positive cells 
lying in the middle of the adjacent prickle- 
cell layer. This finding was consistent in 
all the fifth-day specimens. 

No differences were detected in the colla- 
gen and clastic tissue stains of the fifth-day 


Fig. &.—(a) Section of 
edge of wound showing 
periodic —acid-Schiff-posi- 
tive intracytoplasmic 
granules in new epithelial 
projection on fifth post- 
operative day. Alcian 
blue-periodic acid-Schiff 
stain; reduced approxi- 
mately 45% from mag. 
«x 100. (b)  Oil-immer- 
sion view of — periodic 
acid-Schiff-positive cyto- 
plasmic granules in new 


epithelial cells on fifth postoperative day. Alcian blue-periodic acid-Schiff stain; reduced approxi- 


mately 45% from mag. 970. 
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Fig. 7.—Arrow denotes 
fibroblast lying in the edema- 
superficial portion of 
the injured dermis beneath 


crust on fifth postoperative 


tous 


day. Hematoxylin and eosin; 


X 970. 


and fifth 


specimens or between the third- 
day specimens. 


Comment 


Cutaneous-wound healing is associated 
with a new formation of connective tissue 
and epithelial regeneration. New collagen, 
which presumably furnishes the strength 
for wound healing, is thought to be brought 
about by two factors—elaboration of a pro- 
tein material (probably from fibroblasts ) 
and of a carbohydrate material, complex 
polysaccharides (produced by either mast 
cells or connective tissue cells ').  Appar- 
ently the carbohydrate fraction is necessary 
for the protein component to develop into 
collagen. The elements of this dynamic 
repair process were studied by histochem- 


ical and histological methods. The complex 
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carbohydrates were determined by the AB- 
PAS and toluidine blue stains; collagen 
and elastic tissue were identified by the 
orcein-Van Gieson method. Another factor 
associated with wound repair is reepitheli- 
zation, which was studied by observing the 
length of the regenerating spur of epithelial 
cells, epithelial mitoses, and the cytoplasmic 
changes within the involved epithelium. 
The AB-PAS- 
positive carbohy- 
drates, on the third day within the dermis 


increased presence of 


material, presumably 
suggests that wound recovery had begun 
and was under way relatively early in the 
postinjury phase. This compares favorably 
with Dunphy and Udupa’s observation con- 
cerning the healing of wounds rats!” 
They noted either a very short or no lag 
phase, as described by other observers." 

On the fifth day it was observed that the 
staining reactions for complex carbohy 
drates within both the crust and the upper 
dermis had increased. The spinosum cells 
of the midepidermis at the edge of the 
wound were PAS-positive on the third day, 
and this reaction of the midspinosum layer 
Was even more pronounced in the fifth-day 
specimens. This material is presumably gly 
cogen. Lobitz and Holyoke have pointed 
out that this accumulation of glycogen is 
supposed to indicate recovery from injury 
and presumably is significant in the result 
ing regenerative process.!" In the reepithe 
lization process on the third and fifth days 
the midepidermal spinosum cells appear to 
be the most active cells in resurfacing the 
wound, More continuous observation might 
clarify this. Connective tissue healing pro 
gressed at the same rate of speed in all 
wounds and was impaired in) none. No 
evidence of new elastic tissue regeneration 
was seen during the period under. study. 
that the 
as used in this study exerted no apparent 


It may be concluded solutions 


detrimental or beneficial influence on con 
nective tissue wound healing, when com 
pared to that of an untreated control. 
{pithelization may be that phase of heal 
ing which can be retarded by compresses. 


Noojin et al. 


On the third day there were noted no 
differences in reepithelization; but in four 
of six patients reepithelization on the fifth 
day appeared to be less advanced in all 
treated wounds when compared with the 
control. Under the conditions of this study 
there was no evidence of any clearly bene- 
ficial effect upon reepithelization from any 
of the solutions tested. It is apparent that 
the limited number of patients used re 
stricts the value of these observations. 
Heifetz et al. have pointed out that certain 
heal satisfactorily 


surgical wounds 


without benefit of customary surgical dress 


may 
ings.!* 


Summary and Conclusions 


solutions upon 


The effect) of 
aseptic wound repair in the human skin was 
histochemical 
methods. distilled 


aluminum acetate (Burow’s) solution, po 


mn] Tess 


studied by histologic and 


lsotonic saline, water, 
tassium permanganate, and urea comprised 
the tested agents. 

the 


fifth-day specimens in wounds from four 


A retardation of epithelization 


of six patients was observed in all treated 
lesions when compared to the untreated 
control. 

No. beneficial or detrimental effect of 
compresses upon connective tissue repair 
was detectable. No single solution tested 
appeared to be superior to any other solu 
tion or to the untreated control. 

Ikven though epithelization may re 
tarded by wet dressings, as observed on the 
fifth day, eventual clinical healing was not 
delayed. These findings would not preclude 
the use of wet dressings upon infected le 
sions and for other dermatologic conditions 
where their usefulness is generally accepted. 

The 


and other carbohydrates on the third day 


demonstration of — polysaccharides 
again demonstrates the speed of initiation 
of wound recovery and shows that a lag 
All of 


the epithelial cells which were resurfacing 


phase, if one exists, must be short. 


the dermis beneath the crust had their cyto 
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plasm filled with periodic — acid-Schiff 
(PAS )-positive material. 
2661 10th Ave. 
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ABSTRACT OF DISCUSSION 


Dr. Ropert G. Carney, lowa City: Dr. Noojin’s 
paper covers the subject beautifully and leaves me 
little to say about the mechanics of wound heal- 
ing. It has long been my conviction that the skin 
heals at a more or less fixed rate under optimal 
conditions, these conditions being a healthy skin 
in a_ healthy person, the absence of pathogenic 
organisms, and freedom from irritating substances. 
Pending the discovery of an enzyme or hormone 
which actually stimulates orderly cell division, no 
topical or internal remedy is likey to reduce the 
healing time below that minimum achieved under 
these optimal conditions. Having lived through eras 
of cysteine hydrochloride, split leaf of aloe vera, 
chlorophyll, and red blood cell pastes, | was not 
surprised by Dr. Noojin’s findings, in regard either 
to the lack of efficacy of the wet dressings under 
these conditions or to the fact that the untreated 
control possibly healed even faster. 

As some of you know, we at Iowa have been 
very interested in the skin grafting of leg ulcers, 
one of the facets of the wound-healing problem. 
The reason for our entry into the field of skin 
grafting is interesting and has bearing on. this 
paper. At that time, nearly 20 years ago, surgeons 
were preparing the wound or ulcer with strong 
disinfectants, trying to achieve a sterile field. Once 
two consecutive sterile cultures were obtained, 
pinch grafts were applied to this vitiated granula- 
tion tissue, along with petrolatum or cod liver oil. 
The graft was uncovered early, poked at to see if 
it was sticking, and often soaked with disinfectants. 
The results of such techniques were often appalling. 

Our entry into this surgical field was simply to 
discover whether simple nonirritating techniques 
would not give better results. Once reasonably 
clean and healthy granulations were obtained 
through the use of simple wet dressings, the grafts 
were applied to the ulcer, dry dressed without 
greases or other foreign matter, and left strictly 
alone for five days. The results were vastly 
superior, and the only basic modification in- this 
method has been the addition of an internal anti- 
infective agent for three days at the time of the 
graft to combat occasional mixed Staphylococcus 
and Streptococcus infections, which caused poor 
results in a small percentage of cases. Here, of 
course, we were not dealing with the clean aseptic 
wound, and Dr. Noojin has pointed out the use- 
fulness of simple wet dressings under conditions 
of infection and inflammation. 

All dermatologists know that irritants must be 
avoided in the treatment of dermatitis, and this 
same rule holds for the healing of wounds, clean 
or dirty. Dr. Noojin shows that even in a clean 
wound wet dressings do no harm, neither helping 
nor hindering the healing process. The healthy 
fibroblast and healthy epidermal cell have a fixed 
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schedule of repair that cannot be modified, at 
present, except for the Noojin has 
scientifically proved and reemphasized the der- 
matologic maxim, “Do no harm.” 

Weser, Chicago: The subject 


worse. Dr. 


Dr. Leonarp F. 
of wound healing is a daily problem in my practice. 
At least one-fourth of my industrial patients have 
a problem which is due to overtreatment of a 
simple or infected wound of the skin. 

| should be interested in further studies regard- 
ing common antiseptics, as to how long they delay 
the healing of aseptic wounds in cases without 
Not all patients become 
(Merthiolate) or 
although 


overtreatment dermatitis. 


sensitized to thimersal nitro- 
(Furacin), 


and second choice now. 


furazone they are in first 

The question of wet dressings has interested me 
a great deal for many years. Some years ago, and 
this back, 
interested in the complaint of some patients about 
aluminum (Burow’s) 
comfortable 


goes probably, 25 vears, [| became 


acetate solution being un- 
and 
with all of them. 


acetate solution was colored with a few drops of 


disagreeable. | did not agree 


I discovered that if the aluminum 


methylrosaniline chloride (gentian violet), then it 
became agreeable to those who complained before 
it was uncolored. Nothing much was added, but it 
changed their mental outlook 

We are all interested in satisfying our patients 
I agree with many of our patients that some local 
applications stink and stain and are objectionable 
that 
more than ever before that ointments, lotions, and 


from standpoint. Recently, | have realized 
wet dressings which, at least, are pleasing to the 
patient’s eye will not aggravate his tension and 
Industrial patients of the rough-and-ready 


type, particularly the men, prefer an ointment which 


ulcer. 


is colored slightly, say orange or red, to one which 
is just white. Of course, men prefer red or yellow. 
Women prefer softer shades. 

Color of the lotions, wet dressings, and internal 
difference in 
the effectiveness of our treatment in those patients 
with 
have not read “The Hidden Persuaders” 


medication makes a great deal of 


many emotional outlets. Any of you who 
will find 
it rather interesting reading. Certainly, the use of 
pleasing and agreeable local applications is not a 
new subject, but there is more to it than just 
what meets the eye 

DENNIF, 


Dr. CHartes C. Kansas City, Mo.: 


I am reporting three cases: Forty-five years ago, 
there came into the Massachusetts General Hospital 
testes were bare 


a Greek with no scrotum 


They were covered with pus and dirt. The surgical 
“Hs 
did not know what to do, so | used nothing but 
The 


The dry dressings were 


intern called me said, your case.” 


dry gauze as a_ dressing. next day, the 


condition was improved. 


continued for 10 days. Healthy granulations had 


Vooyin et al. 


formed by that time. Thiersch’s grafts were placed 
upon these testicles. They all took, and the scrotal 
tissue that had crumbled up against the abdomen 
came down. A perfect result was secured. The 
pattern ot the grafts looked like Grandma's crazy 
quilt. Both J. C. White and C. Morton Smith 
marveled at this job, especially the pattern of the 
scrotal tissue. 

I told this to my commanding officer while I 
was going across to Europe, and he said, “That's 
interesting if it’s true.” We had two cases come 
in where they had stepped in«a landmine, and, 
by some miracle, | do not know what, their 
scrotal tissue was blown off without injuring the 
testes. We followed the same procedure of dry 
dressings and skin grafts for 10 days, and so we 
got two perfect life, therefore, 
as a surgeon of this type, | have restored happily 


results. In my 


the scrotal tissue of three persons. 


Dk. HekRMANN Pinkus, Monroe, Mich 
refer 


I like to 
Nicholas 
Gimbel of the Department of Surgery of Wayne 


to some experiments which Dr 


State University did some years ago and in which 
| helped to interpret the results (Gimbel, N., et al. : 
Study of Epithelization in Blistered Burns, 
A. M. A. Arch 74:800-803 |May] 1957). 
The subjects were medical student volunteers. With 
the area under lidocaine (\ylocaine) hydrochloride 
anesthesia, burn blisters were produced by con 


Surg 


tact with the end of a weighted copper cylinder, 
1 cm. in diameter, through which water from a 
thermostatically controlled bath vigorously recircu 
lated. 


were aspirated, and others were unroofed 


Some bullae were left 


undisturbed ; some 
The 
burned areas were excised 5 to 14 days later for 
histologic study. Reepithelization was found to be 
bullae intact. At the 
was surprising for me to see the 


fastest when the were left 


same time it 
comeback power of the damaged dermal structures. 
At five days, most of the cells in the upper half 
of the 
\t the 


and blood vessels were repopulated from surviving 


corium appeared dead or degenerating. 


end of two weeks, hair follicles, glands, 


deeper elements 
Another point on which | should like to comment 
which of 


is this question of the epithelial cells 


Montgomery 


really migrate over the wound. Dr 


mentioned yesterday Dr. Hartwell’s conclusions 
that the basal cells are relatively inactive and that 
the prickle cells seem to be the more active. 1 
think that look at 


ferent way. It has been well established by many 


one can the situation in a dif 
workers that mitosis in the epidermis always occurs 
a few millimeters remote from the wound margin 
and that cells which are newly produced and also 
old cells become mobilized and cover the denuded 
surface by The 
fixed to the 


migration basal 
well 


time to 


cells are ap 
They 


and to 


parently corium have a 


harder free themselves migrate, 
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so the higher cells, the prickle cells, at least those 
that are not fully keratinized as yet, begin to 
migrate earlier. But, really, the whole epidermis 
temporarily becomes an undifferentiated tissue. Or, 
as Argyris has said recently, there is modulation 
of various epithelial cells into an undifferentiated 
form. The events in wound reepithelization are 
another example that in the skin all the epithelia, 
even if they are already fairly far differentiated, 
can regress to an immature form and do almost 
anything that is required of them; that is, they may 
form new epidermis, both from old epidermis and 
from hair follicles. Possibly they even form new 
appendages. 

Dr. Rupoe L. Barr, New York: The effects of 
wet dressings on cutaneous lesions must vary with 
different types of lesions. Most dermatologists 
use wet compresses for superficial acute or sub- 
acute and vesicular inflammatory processes and for 
subjective relief from itching, burning, and heat, 
rather than for wounds. 

The effects of wet dressings on wounds to some 
extent depend on the depth of the wound. Dr. 
Noojin showed that in his wounds epithelization 
principally took place from the edge and not, as in 
the wounds cited by Dr. Pinkus, from the ap- 
pendages at the bottom of the wound. Some years 
ago Dr. Sulzberger, Dr. A. Kano, and | did some 
studies on healing and therapeutic effects on 
thermal burns. These were produced in a standard- 
ized manner with the Henriquez-Mortiz thermal 
burn apparatus in symmetrically situated sites on 
the arms and then treated on one side by one 
method and on the other side by a standard or 
control method (Ann, Surg. 125 :418, 1947). Owing 
to the fact that the burns were quite deep, mostly 
third degree, there was slough formation which 
first had to be removed before the wounds could 
heal. In our. studies it) was shown that the 
therapeutic application of gels containing certain 
acids had a substantial influence on the speed with 
which debridement of the wound bed took place 
and, consequently, also on the time required for 
healing of the wounds which remained after re- 
moval of the slough. Weakly dissociated acids, 
©. g., pyruvic acid and phosphoric acid, appeared 
to be most efficient in this action. 

The results of Dr. Noojin’s work with various 
wet dressings are applicable to the particular type 
of wound which he produced and the therapeutic 
materials he employed. They should not lead one 
to condemn wet dressings in general as useless. 

Dr. Louis H. Werner, Beverly Hills, Calif. : 
R. Brett and O. Braun-Falco, (Arch. Dermat. 1. 
Syph. 200:515-520, 1955) wrote that the periodic 
acid-Schiff stain was positive in the prickle cells 
of prickle-cell carcinoma and negative in the basal 
cells of basal-cell) carcinoma. observed Dr. 
Noojin’s demonstration that the periodic acid-Schiff 
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stain was positive in the regenerating epithelium, 
showing definitely that the prickle cells are active, 
as is the case in the proliferating cells of prickle- 
cell carcinoma. 

Dr. Marion B. Sutzpercern, New York: | 
should like to add just a few things to what Dr. 
Pinkus and Dr. Baer have said. 

I should like to describe this burning apparatus, 
because it is such a useful tool. It was devised 
by F. C. Henriquez and A. F. Moritz, at that time 
at Harvard. It was designed for use during the 
war, to study the healing of thermal burns and 
wounds (Sulzberger, M. B.; Kanof, A., and Baer, 
R. L.: Studies on the Acid Debridement of Burns, 
Ann. Surg. 125:418 [April] 1947). This apparatus 
consists of a little metal cylinder which is filled 
with fluid, and around this cylinder there is an 
electric heating coil. The cylinder can never get 
appreciably warmer than the boiling point of the 
fluid it contains. So if one puts methyl alcohol 
in, one gets a lower temperature than if one puts in 
water, etc, This is a very ingenious way of deter- 
mining the temperature of the burning contact. 
Then, there is a spring which presses the cylinder 
down through a guard, so that one can set the 
distance it projects and get a certain amount of 
pressure on the skin. And then, of course, one can 
vary the time during which one applies it, and 
so one can vary all the factors and always get a 
constant-sized burn, with constant predetermined 
and selected pressure and temperature for whatever 
period Gt exposure time one wishes. 

Now, in studying these burns, in each subject 
two practically identical burns placed for paired 
comparison symmetrically on two arms, Dr. R 
Baer, Dr. A. Kanof, and [ had at our disposal 
very excellent ways for evaluating different 
methods of treating second- to third-degree thermal 
burns. The burns we produced were mostly third- 
degree burns. In those, one found two things. 

One was that the only measure we discovered 
to make the treated burn heal more quickly than 
the control was to take out the necrotic. tissue. 
That made a very appreciable difference, a 
statistically significant difference in healing time. 
Even infection did not make much difference in 
the rate of healing, in the long run. But chemical 
debriding did help, very substantially, in’ third- 
degree burns of this type. 

The other point that our study showed was 
that 
off the slough, we had a rather clean base. When 
we examined biopsy specimens of that base, there 
were no surface structures and surface 
epithelium, but only rests of sebaceous and sweat 


n the depths of these wounds, when we took 


glands; yet from these glands, islands of surface 
epithelium were generated, and finally the com- 
plete epidermal covering. This was our first 
evidence of what Dr. Pinkus has just said, namely, 
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that the glandular epithelium can regenerate into 
surface epithelium. I think that Lobitz has shown 
similar transformation in his experiments. 

Dr. Ray ©O. Noojin, Birmingham, Ala.: 
should like to comment on three of the points that 
were raised. The abraded skin of rats has also 
been used to investigate the local effect on wound 
healing of a number of preparations (Randall, P., 
and Randall, R. J.: The Effects of Various 
Methods of Treatment on Wound Healing, Plast. 
& Reconstruct. Surg. 14:105, 1954). It was note- 
worthy that a number of preparations, including 
scarlet red ointment and Balsam of Peru, were 
irritating and interfered with wound healing. The 
rate of healing of the abraded skin apparently 
varies inversely as the degree of irritability of 
the substance applied. 


Noozin et al. 


As regards the regeneration of epithelial cells, 
we actually saw very mitotic figures even 
though the tissue removed was fixed within two 
Pinkus 


and others have noted, these mitotic figures are 


few 
or three minutes after biopsy. As Dr. 


usually found in the older epithelium some distance 
from the edge of the wound. 

We realize 
the limitations of type. 
On the other hand, it should be pointed out that 


agree with Dr. Baer’s comments. 


an investigation of this 


all wounds, including the control, had the same 


opportunity to heal except for the solutions applied. 


Under no circumstances should my remarks imply 
that wet dressings are to be deplored for use in 
where their empiric usefulness 


those conditions 


is generally accepted. 


2 

es 


Subcutaneous Filarial Infections 


A Report of Two Additional Cases from Florida 


WILEY M. SAMS, M.D., and J. WALTER BECK, Ph.D., Miami, Fla. 


The filarial worms for which man is a 
are not indigenous to. the 
Numerous other species of 


normal host 

United States. 
this family, however, are common parasites 
in fur-bearing animals of this country. 
Dogs, notably in this area and elsewhere in 
the coastal and Gulf States, are commonly 
infected with a heartworm, Dirofilaria im- 
This is an adult filarial worm which 
in the right heart and adjoining 
It is not to be confused with 


mitis. 
matures 
blood vessels. 
the very common intestinal parasites of the 
Ancylostoma braziliense and 
their 


cat and dog, 


Ancylostoma caninum, and larval 


stages, which produce the lesions of creep- 
ing eruption on the skin, so common to this 
area during wet periods. 

A survey of the literature reveals a total 

37 cases of human infection with spuri- 
ous filarial parasites of lower animals which 
have been recorded. Of the three cases re 
ported in the United States, all were found 
The follow 


two from West seach 1? 
1 Jacksonville.’ 


are the first to be reported 


in Florida, 
and the third 
ing two cases 
from the greater Miami area of infection 
with the spurious filaria of lower animals. 


Report of Cases 


Case 1.—A housewife, aged 43, was seen May 9, 
1957, with an inflammatory 
center of the left cheek. She believed her difficulty 
under the 
trouble to 


cystic lesion in the 


parasite which crawled 


dated the 


was due to a 


skin, and she onset of her 
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Fig. 1—Course of filarial parasite described by 
patient in Case 1. The tendency to migrate in 
the loose tissue of the eyelids, about the conjunc- 
tivae, led to the original designation of this parasite 
as Dirofilaria conjunctivae when it appears in 
man. Though causing an inflammatory reaction, 
it leaves no clinical evidence of a residual track. 


had 


Subsequent to 


a minor which she sustained on the 
right side of her this 
event, she had made a trip to the Myakka River 
area on the west coast of Florida, and she believed 
that she had acquired her difficulty either on this 
trip or had 
occurred, In any event, she developed a migrating 


injury 
forehead. 


from the injury which previously 
times 


After 


swollen 


lesion on the forehead which produced at 


a crawling, tingling, or itching sensation. 


several days, the upper left eyelid became 


near the outer canthus. It was inflamed, and she 
felt a “gnawing” 
became red and 
After 
of the upper lid at the outer canthus, and it 


as if a sty were 


sensation. She claimed the “eve 


inflamed, and the eyelid puffy.” 
a time this process localized near the edge 
appeared 
forming. Later, the swelling ap- 
peared on the lower lid near the lacrimal papilla, 
and swelling occurred 
Again, the symptoms were described 
as “gnawing” and with a 


and itching, inflammation, 
in this region. 


disconcerting, 
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7 cm. 


= 


Fig. 2—Diagrammatic 


6 mm. diameter 


representation of coiled 
parasite to illustrate size 
In comparison with a mi- 


croscope slide. Parasite 

measured 0.25 mm. in 
é COILED PARASITE diameter and 7 em. in 
<— length. 


Microslide !"x 3" 


times. 


stinging sensation that prevented sleep at 
As swelling and induration increased in the area, 
she consulted several physicians with a story of 
having a “parasite.” She saw an internist, a 
second physician who had an office in her neighbor- 
hood, and a dermatologist, but none of them con- 
sidered the condition she presented could be the 
result of a parasite, nor was there a residual track 
of a migrating inflammatory reaction. At the 
time of examination the lesion was sharply localized 
in the center of the left check and the skin appeared 
to be under tension, as if there were a localized 


area of purulent exudate (Fig. 1). Although 
transient areas of swelling had occurred on the 
lip and check, there was no- residual evidence 


here of inflammatory reaction. Since she had the 
scars of many cystic lesions from an old aeneitorm 
eruption, this was accepted as a lesion of similar 
inci 


character with secondary infection. A small 


sion was made in the center of the inflamed nodule, 


and slight) pressure was applied. No pus or 


sebaceous material was discharged, but a clear 
gelatinous exudate, containing a small, coiled, pink, 
This 


placed on a slide in a drop of tap water (Fig. 2) 


translucent, thread-like body appeared was 
\s the coil was teased apart, athetoid movement 
was noted, and a thread-like organism in two parts 
was present for examination. Under the low 
power objective, fine horizontal cuticular striations 
could be seen, as well as a central alimentary canal 
near the 


Sub 


and what appeared to be an opening 


sharply pointed end of the longer segment 


sequent examination disclosed a filariform parasite 


which measured 0.24 mm. in diameter and was 
approximately 7 em. in length. The structure of 
the organism was that of the immature female 


filariform worm, immitis. The lesion described, 


and all) symptoms, promptly disappeared after 


removal of the parasite 


Fig. 3. Photomicro 
graph of dirofilarial 
parasite taken after pres 
ervation. 


Sams-—Beck 
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1 
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Cast 2.—A woman, approximately 60 years old, 
consulted her physician * because of a lump in her 
left breast. Clinically, he felt’ the appearance 
suggested fat necrosis, or perhaps a scirrhous type 
of carcinoma. When excised and submitted for 
pathologic examination, it apparently showed a 
granulomatous type of tissue; it was reported as 
an inflammatory reaction (July, 1956). At a later 
date, she developed rubbery-like tumor of 
nodular character on the right forearm. This lesion 
was excised and submitted for histologic examina- 
tion and was found to contain a parasite, with 
many cross sections of the organism in the sections 
examined, A subsequent review of the inflammatory 
lesion from the breast revealed a_ parasite of 
similar character. These sections were subsequently 
reviewed by parasitologists, who felt that the 
parasite was a filarial worm but were unable to 
identify the organism in the sectioned material. In 
reviewing the history with this patient, a crawling, 
tingling, gnawing sensation was reported as having 
occurred in the lesion on the forearm, but it had 
not been noticed in the lesion on the breast. 


Comment 


All infections from Florida, including the 
two cases here reported, are those of para- 
sites identified as Dirofilaria conjunctivae. 
This species was established by Desportes 
1939-1940 for immature female filariae 
recovered from man and regarded as iden- 
tical to the worm deseribed by Addario in 
Since no mature males have been 
recovered as yet, species identification is not 
possible at this time. The designation D. 
conjunctivae has been temporarily selected 
for convenience, since a number of para- 
sites have been recovered from the eyelid 
or tissues adjacent to the eye. 

It is of interest to note that the heart- 
worm of dogs, Dirofilaria immitis, 1s mos- 
quito-borne. In view of the fact that 
humans in this area are bitten repeatedly 
by the same mosquitoes, the thought natur- 
ally arises that possibly the human infection 
reported here is that of D. immitis. It has 
been suggested by Faust! that D. conjunce- 
tivae may be D. immitis in an abnormal 
host. In 1956, Newton and Wright * re- 
ported for the first time in the United 
States another filarial worm in dogs. The 


* Reported with permission of Dr. Ferdinand 
Kauders, Miami, Fla. 
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adult parasite was found in the subcutane- 
ous tissue of the host, and the microfilaria 
produced were morphologically different 
from those due to heartworms. Since D. 
conjunctivae in man is found in the skin 
and subcutaneous tissue and the new filarial 
parasite of dogs is likewise subcutaneous in 
habitat, one is led to suspect that D. con- 
junctivae may possibly be synonymous with 
this parasite. The new filarial worm in dogs 
had been tentatively classified in the genus 
Dipetalonema, and the chief intermediate 
host, experimentally at least, appears to 
be the dog flea. Thus another parasite must 
be considered as the possible species found 
in man and another vector suspected as a 
source of rather unusual parasitic 
infection. 

physicians in Florida particular, 
and those elsewhere in the United States, 
the significant point to date is the appear- 
ance of five cases involving the skin and 
subcutaneous tissue in which the spurious 
filariae of lower animals has been recov- 
ered. One might rightly surmise that other 
cases have occurred and passed undiagnosed 
to terminate spontaneously. It is hoped that 
physicians, especially those in Florida, or 
those who see patients from Florida, will 
bear in mind this possibility, and excise, or 
carefully open, suspicious cysts and avoid 
the destruction of parasites which may be 
present. Parasitic material of this type is 
best held at icebox temperature pending 
fixation and adequate examination. 

Examination of the blood in Case 1 did 
not reveal microfilariae. They are readily 
demonstrated in the blood of dogs who 
harbor fully matured parasites of either 
species. When microfilariae are present, a 
proper identification of the parasite may be 
made. In such cases an attempt should be 
made to infect a suitable arthropod host 
in order to complete the life cycle. In this 
manner additional light may be cast on this 
as yet unsolved parasitic disease in man. 


Summary 


Two additional cases of infection caused 
by Dirofilaria conjunctivae are reported. 
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SUBCUTANEOUS FILARIAL INFECTIONS 


This brings to five the number of cases 
reported from this country, all from Flor- 
ida. Suggestions for further investigation 
and study are made for physicians who may 
observe additional filarial infections of this 
type. 
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Tropenmed, 


ABSTRACT OF DISCUSSION 


Dr. Wittiam L. Doses, Atlanta: These case 
reports are most interesting. 

Filariasis is an infection with one or more of 
several true worms are 
characteristically thread-like in appearance. Prob- 
ably, the filarial infection is 
elephantiasis, produced by Wuchereria bancrofti. 


Infected mosquitoes introduce the larva into the 


filarial worms. Filarial 


best known 


skin, and the microfilariae are later found in the 
viscera and the peripheral circulation, where they 
produce lymphatic obstruction. 

In certain parts of Africa and Asia, ingestion 
with the may 
dracontiasis. Adult worms develop) within 
Later, the viviparous female makes her 


of water polluted Guinea worm 
cause 
the host. 
appearance, laden with larvae, in a pea-sized itchy 
indurated lesion which is usually or frequently on 
the foot or leg. 
infects 
This 
filaria inhabits the subcutaneous tissues, persistently 
raised 


In equatorial Africa, the mango fly 


the skin with Loa loa, producing loatasis 
migrating a few centimeters a day in a 
wander 
the 


tendency to 
thus 


serpentine track. It has a 
the 
“eveworm.” 

The filariasis that Dr. 
most closely is onchocerciasis, which is transmitted 
by the biting gnat, Simulium. It is found in Africa, 
as well as in Guatemala and in southern Mexico. 
The adult 
subcutaneous tumors, varying in size from that of 
a pea to that of a small orange. The unsheathed 


ACTOSS cornea and is often called 


resembles Sams’ cases 


worms live tightly coiled in’ fibrous 


microfilariae from the parent tumor and 


migrate through the skin and subcutaneous tissues, 
often involving the corneal conjunctiva. 


escape 


Beck 


Sams 


The original case, reported from West Palm 
Beach, was in a 19-year-old girl. The upper 
eyelid showed a_reddish-gray nodule, firm but 


rubbery, with a coiled thread-like worm about 
50 mm. in length 

Another case reported from Jacksonville was that 
of a 35-year-old woman who had a small lump 
on her arm. Incision over the site of the lesion 
revealed an actively motile female filaria. 

Microscopically, both cases were examples of 
infection with Dirofilaria conjunctivae. 

There are several interesting features about the 
Dr The 


reported cases from Florida were those of encysted 


cases reported by Sams. previously 


subcutaneous nodules. In addition, the first case 


of Dr. Sams developed a migrating lesion, and 


the parasite was finally removed from a tumor. 
The migration was very similar to that of the 
microfilaria of onchocerciasis 

In Case 2, the first lesion was present in the 


left breast, and, at a later date, another filarial 
A tingling, 

felt, but 
The 
which 


tumor developed on the right forearm. 
crawling, gnawing sensation was actual 
did take place 
after an interval 


migration not two lesions 


occurred suggested a 
greater likelihood of transfer from a flea, which 
is more likely to remain in the vicinity, than from 
a mosquito, 

conflicting 


There few the 


ability of Dirofilaria to develop in fleas. One can, 


are a reports on 


however, find in the literature sufficient basis to 
that 
filaria in this country. 


suspect there may be more than one dog 
One should also note that 
the species Dirofilaria is a common cause of filaria 
i the United States. If the 


species has caused five reported cases in Florida, 


in dogs over entire 
why have not similar cases been reported in other 
states ? 

Whatever the case may be, the human apparently 
is not an appropriate host and is physically resistant 
penetration of animal 
blood 


infection 


unadapted to allow 
the 


two instances of 


and 
In only 
Dirofilaria 


filaria into cutaneous vessels 


human has 
heen reported internally; Once, a single worm was 


found in the left ventricle in Brazil and once, in 


the inferior vena cava in Louisiana 
The first case of Dr. Sams also demonstrated 
that the patient’s history often may be more 


important and more helpful in arriving at a correct 
diagnosis than a narration of a seemingly neurotic 
Case reports such as these 
the 
constant need for alertness and investigative rea 


person would indicate 


are stimulating and come to remind us of 


soning. 

Dr. V. Parpo-Castretto, Havana, Cuba: When 
| was consulted about this condition, | must. say 
that I was much surprised. I had never heard of 


it. Nevertheless, | went to the Department of 


Parasitology of the University of Havana, and 
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I was told that they had never seen a case in a 
human being but that they had seen two beautiful 
specimens in dogs. These dogs were from the 
rural sections of Cuba. Their owners, who prized 
them highly, went to the veterinarian and wanted 
to know if an autopsy could be performed to 


This was done, and 


determine the cause of death. 
it was found that the hearts of those dogs (one 
of which you saw here) were full of these filaria. 


The classification of this parasite was done by 
the professor of parasitology of the University of 
called) Dirofilaria immitis. 
has not been found in the human 

All my colleagues whom I con- 


Havana, and it was 
The condition 
being Cuba. 
sulted were absolutely ignorant of the presence 
of such a condition in the human being. 
Naturally, we may have passed over some cases 
because we were not prepared, or we did not 
know of the existence of such a condition, Perhaps, 
in the future, the suspicion having been aroused 
in us, we shall be able to contribute to such findings. 
Dr. Donato M. Pittspury, Philadelphia: A 
couple of Africa, | 
portunity of seeing rather a large number of cases 
I do not know what the relation- 
ship of that particular filaria is to the one that 


years ago, in had the op- 


of onchocerciasts. 


Dr. Sams reported, but it is remarkable, in these 
cases, to see the lack of inflammatory reaction 
by the 
onchocerciasis, as you know, some of the lesions 
will be nodular but 
filariae invade the skin, the skin looks perfectly 


which is produced parasite. Also, in 


in other areas where micro- 
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normal; yet, if one does a scraping, as for the 
Mycobacterium leprae bacillus, one obtains many 
organisms from what seems to be entirely normal 
skin. 

It is also a curious fact that in Africa, although 
the disease is very common, it is only in certain 
geographical areas that the conjunctiva becomes 
involved. 

Dr. THomas B. Frirzparrick, Portland, Ore. : 
A tew months ago we saw a 35-year-old male 
physician with a presenting complaint of pruritus 

The eruption was not 
scattered 
lower legs and dorsum of the feet and consisted 


of the lower extremities. 


extensive involved areas on the 


of tiny purpuric macules. The lesions were sug- 
gestive of one of the dermatologic purpuras, such 
as Schamberg’s disease. There were two unusual 
features, however; the patient had just returned 
three Central 

questioning it discovered 


and on 
that the 
purpuric lesions were periodic in their appearance, 
We were able 
microfilariae of Wuchereria bancrofti 


from months in Africa, 


caretul was 
occurring showers. to demon- 
strate the 
in direct smears obtained by scraping the lesions. 

In this era of international travel, we must be 
constantly aware of tropical diseases, and in at- 
tempting to diagnose bizarre lesions, we should 
obtain a recent travel history. 

Dr. Witty M. Sams, Miami, Fla.: | 


the subject of parasitology will have to be enlarged 


helieve 


because, just as Dr. Fitzpatrick has said, the world 
is growing smaller 


> 
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Zoster. and Vaccinia 


The objective of this paper is to present 
data regarding the immunology of three 
cutaneous viral diseases. These data will 
be used as the basis for a brief discussion 
of certain methods of treatment of these 
diseases. 
Herpes Simplex 

proper concept of the host-parasite 
relationship in herpes simplex infections is 
basic to an understanding of the immunology 


Submitted for publication Aug. 7, 1958. 


Read before the Section on Dermatology at the 
107th Annual Meeting of the American Medical 
Association, San Francisco, June 26, 1958. 

From the Department of Dermatology, Univer- 
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Susceptible Infant 
(no immunity) 


(Primary 
Infections ) 
Eczemaherpeticum 
Gingivostomatitis 


Immunologic Aspects of Herpes Simplex, Herpes 


G. DOUGLAS BALDRIDGE, M.D., Beverly Hills, Calif. 


of this disease. The virus makes its original 


Immine Infant 
(passive immunity) 
from mother 


Adult Carrier 


invasion between the ages of 1 and 5 years 
in a majority of persons. The usual mani 
this subelinical 
gingivostomatitis. 
symptoms are severe and require medical 
Rarely, the virus invades the 


festation at time is a 


Occasionally, the local 
attention. 
inflamed skin of a patient with a preexisting 
dermatitis. This latter syndrome is called 
eczema herpeticum. Because of the massive 
nature of the onslaught, toxic symptoms are 
more pronounced. 

After this initial penetration, the virus 
goes into a latent state in a localized area of 
the skin, where it remains for the lifetime 
of the patient. The commonest sites of 
localization are the lips, penis, and buttocks. 
While in this quiescent phase, the virus in- 


Adult with 
Recurrences 
(active immnitty) 


‘Recurrent 
Infections) 

herpes labialis 
dendritic ulcers 
herpes progenitalis 


(active immunity) 


Fig. | 


Patterns of immunity in herpes simplex 


: 
> 
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HERPES 

SIMPLEX 

VACCINIA 
S=R™M 
ANTIBODY 
LEVELS 

ZUSTER (7) 

BIRTH lst Infection Recurrent 
or Attack 
lst Vaccination or 
Revaccination 
Fig. 2.—kxpected serum antibody level alterations in patients with herpes simplex and 


vaccimia 


duces no noticeable symptoms, Occasionally, 
however, the virus “awakens” from its dor- 
maney and attacks the surrounding tissues, 
producing redness, swelling, vesicula- 
tion. These symptoms last only a few days. 
The virus then returns to its resting stage, 
only to be reactivated periodically, These 
recurrent manifestations can be “triggered” 
by many factors, such as fever, exposure to 
sunlight, and emotional stress. Herpes virus 
is recoverable from the lesions of both the 
primary and recurrent phases of the disease. 

Unique immunologic changes take place 
during the development of the relationship 
between the host parasite. birth 
the infant possesses a temporary immunity 
as a result of passive transfer of antibodies 
through the placenta. This antibody titer 
falls to The 


child is now unprotected. When primary in- 


zero, within few) months. 
vasion occurs, active antibody manufacture 
begins and the serum virus neutralizing 


antibody rises to a high level within two 
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weeks. [except for occasional moderate 
spontaneous fluctuations, this high antibody 
titer remains constant for life. This virus- 
neutralizing antibody inactivates the virus 
on direct contact. This is demonstrated by 
the fact that if serum drawn from patients 
having a history of herpes is allowed to 
contact known live herpes virus, subsequent 
injection of the mixture into a susceptible 
laboratory animal will produce no disease. 

Recent experiments by Geller et al. have 
demonstrated the vivo effectiveness of 
neutralizing antibody.' These authors have 
confirmed the fact that, during the primary 
attack, the virus may be recovered from 
the blood stream of the patient. Later, as 
the neutralizing antibody levels rise, re- 
covery of the virus becomes increasingly 
more difficult. another study they  in- 
jected live herpes virus into human volun- 
teers, all of whom possessed neutralizing 
from 


antibodies. Blood samples removed 


the Opposite arm of the patient, during and 
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after the injection, failed to yield significant 
amounts of virus. 

rom an immunologic standpoint, the 
important feature is the fact that, unlike 
most other infectious diseases, the presence 
of circulating antibodies, “lethal” to the 
virus itself, is no guarantee of immunity 
from recurrent outbreaks. As a corollary, 
there is no increase in neutralizing antibody 
titer during or after a recurrent attack of 
herpes. 

Although one thinks of the immunology 
of herpes as being unique, it is interesting 
to note an observation made in 1936, by 
Wise and Sulzberger: “It is to be recalled 
that circulating antisubstances by no means 
necessarily confer skin immunity even when 
present in high titer. This can be seen, for 
example, in some cases of furunculosis per- 
sisting despite high blood staphylococcus 
antitoxin titers.” * 

Although recurrent herpes is seldom more 
than a minor annoyance to the patient, the 
large numbers of persons affected and the 
occasional severe case make control of this 
disease important to the dermatologist. 

Smallpox Vaccination. By far the com 


monest method of treatment of recurrent 
herpes is repeated inoculations of ordinary 
smallpox vaccine. This technique resulted 
from report) by Gildermeister and 
Herzberg, in 1925.3 They claimed to have 
produced a relative immunity of the rabbit 
cornea to vaccinia by prior inoculation with 
the virus of “febrile herpes.” They con- 
cluded that there was a definite immunologic 
relationship between these two viruses. This 
view was soon challenged by Bedson and 
Bland. In a 


they titrated the infectivity of vaccinia in 


well-controlled experiment 
herpes-immune guinea pigs, performed the 
reverse, and finally executed cross neutral- 
ization experiments with both viruses. They 
concluded that herpes simplex and vaccinia 
are totally unrelated. This is the accepted 
view of immunologists and virologists 
today. 

The foregoing evidence might lead the 
critical physician to conclude that smallpox 


Baldridge 


vaccination can be of no value in the man- 
The 


whelming experience of most dermatologists, 


agement of recurrent herpes. over- 
however, indicates that this method of treat- 
ment is effective in reducing the incidence 
of outbreaks. For example, a recent paper 
by Schiff and Kern describes complete re 
mission in 52 out of 68 cases of recurrent 
herpes following smallpox vaccination.” In 
an unpublished study, the same authors have 
observed a much higher incidence of remis 
sion in a smallpox-vaceinated group as com- 
pared to a control group imoculated with 
heat-killed 


for this apparent beneficial effect? It seems 


vaccine.” How can one account 


unlikely that simple spontaneous remission 
could be responsible for the results obtained. 
Many observers, including myself, believe 
that this effect is due to suggestion. There 
is support for this view. Blank and Brody 
have demonstrated that herpetic recurrences 
can be prevented by psychotherapy alone.’ 
A recent study by Rasmussen et al. indicates 
that mice placed under emotional stress are 
more susceptible to infection with herpes 
than are those in a control group.* The 
well-recognized etiologic relationship — be 
tween human emotional stress and herpetic 
recurrences may be construed as further 
support for this concept, Lastly, the cura 
tive effects of suggestive procedures in viral 
infections has a precedent in the case of 
warts in which psychotherapy is also effee 


tive. 
Vaccination with Inactivated /lerpes 
irus. Injections of  formolized herpes 


Virus produce some degree of immunity im 
animals.” The same approach has been at 
tempted in humans. Unfortunately, in man 
such injections produce neither an increase 
in antibody titer nor do they cause clinical 
renlssion. 

Vaccination with Active Herpes lirus 
This method has been used sporadically by 
The best 
recent 


physicians. results are 
the 


Lazar, who stated, ““Two instances of homo 


several 
summed up in conclusions of 
vaccination using unmodified material taken 


from the sites of recurrent herpes simplex 
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infection are reported. In both cases a 
second site of recurrent herpes simplex was 
initiated. No benefit followed this 
proach,” 1° 


ap- 


Herpes Zoster 


In order to collect data pertaining to the 
nature of neutralizing substances in humans 
with a viral infection, laboratory animals 
susceptible to that particular disease are 
essential. animal other than 
man susceptible to zoster. As a result, know- 
ledge of the immunology of this condition 
is rudimentary, Recent experimental work 
with human tissue cultures are interesting 


There is no 


but are not yet of practical value. Because 
of the rarity of recurrent zoster, it is safe 
to infer that immunity of some sort develops 
during the course of the disease. The demon- 
strated specific agglutination of zoster 
elementary bodies by convalescent zoster or 
varicella serum also indicates that there is 
an immunologic response in zoster patients."! 
Some attempts at immunotherapy have been 
made during recent years. These have been 
confined to injections of y-globulin or con- 
valescent serum during the course of the 
illness. Beneficial results have been claimed 


for this method of treatment, but these 


uncontrolled 
[experience 


claims have been based on 


clinical studies with 


other viral diseases indicates that by the 


only.!* 


time the symptoms appear the virus has 
reached the intracellular position and is not 
susceptible to circulatory immune substances 
because of the impermeability of cell walls 
the 
Burgoons’ and Baldridge showed that. the 


occasional spectacular case of zoster has 


to antibodies. recent study by 


unfavorably colored the clinical picture of 
this illness in the minds of many clinicians 
and that zoster is a much more benign dis- 
ease than was heretofore realized. It may 
well be that the patients for whom beneficial 
results were claimed by immunotherapy 
were merely following the natural course 
of the 
investigation should settle this matter. 


disease. well-controlled clinical 
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Vaccinia 


In contrast to zoster, the immunology of 
vaccinia has been explored very thoroughly, 
probably more than any other viral disease. 
The effectiveness of vaccination in the pre- 
vention of smallpox and vaccinia has been 
recognized since the time of Jenner. The 
solid immunity produced by vaccination is 
due to the development of circulating serum 
virus-neutralizing antibodies. These anti- 
bodies reach a_ potent within two 
weeks after vaccination. They remain at an 
effective titer for three more. 
Other types of antibodies, such as comple- 
ment-fixing, also develop, but these are of 
less importance to the clinician. 


level 


years Or 


Of the numerous cutaneous manifestations 
of human vaccinia, | shall discuss only 
three: eczema vaccinatum, generalized vac- 
cinia, and progressive vaccinia. 

Eczema Vaccinatum.—Eezema vaccina- 
tum follows the inoculation of vaccinia virus 
into the broken skin of a person with a 
preexisting skin disorder, such as atopic 
dermatitis. If this person is deficient in 
specific neutralizing atibodies, the virus is 
able to propagate rapidly and_ establish 
multiple sites of infection on the skin sur- 
face. Whether this spread is hematogenous 
or via the skin surface has not been deter- 
mined. Once the disease begins, the prog- 
nosis for the patient depends on his ability 
to form neutralizing antibodies. In most 
untreated cases, antibody formation begins 
promptly after the infection is initiated and 
regression of the lesions begins after about 
one week, Some patients, however, are slow 
or unable to form antibodies and may be 
overwhelmed by the virus. In such patients, 
the early injection of specific vaccinial 
immune globulin may be of benefit."4 This 
material is prepared from blood collected 
from donors who have been successfully 
vaccinated against smallpox four to eight 
weeks prior to donation.* Cases of accidental 
inoculation of vaccinia in vital areas, such 
as the cornea, should be given specific 

* Available from Dr. Henry C. Kempe, Univer- 
sity of Colorado Medical Center, Denver. 
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immune serum for protection, Generalized 
vaccinia is similar in all ways to eczema 
vaccination, except that the spread is prob- 
ably hematogenous. Again, if given early 
enough, specific immune globulin may be 
effective. 

Progressive Vaccinia.- 
complication of ordinary smallpox vaccina- 
tion. It is characterized by steady enlarge- 
ment of the site and the 
formation of progressive satellite lesions. 


This is a rare 


vaccination 


It is usually seen in patients who have a 
defect in y-globulin formation. 

In cases of agammaglobulinemia the dis- 
ease is routinely fatal despite any method of 
treatment. If, on the other hand, the y-glob- 
ulin produced by the patient is defective, 
(dysgammaglobulinemia ) specific immune 
therapy may be of value.” 

It is of interest that most children with 
agammaglobulinemia go through the small- 
pox vaccination procedure without abnormal 
manifestations. This is possibly explained 
by the presence of immune systems inde- 


pendent of y-globulin, which have been 
described recently." 
Summary 


The immunologic responses of humans 
infected with herpes are unique. Human 
serum containing these antibodies protects 
susceptible experimental animals from in- 
fection. The presence of circulating anti- 
bodies in the blood stream of the patient 
confers no protection against recurrent at- 
tacks of herpes. Recurrent herpetic attacks 
do not stimulate antibody production as does 
the initial invasion. 

Present methods of treatment involve at- 
tempts to raise neutralizing antibody titers. 
None of the methods employed have accom- 
plished this objective. Even if antibody pro- 
duction could be increased, this would be of 
no value because those patients afflicted with 
recurrent herpes routinely possess a very 
high level of circulating virus-neutralizing 
antibodies. 

There are two practical approaches to the 
control of recurrent herpes. The first is the 
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avoidance of trigger factors, such as expo- 
sure to sunlight. The second is the use of 
repeated smallpox vaccination. The reason 
for the success of this type of therapy is, 
as yet, undetermined. It is probably a result 
of psychological suggestion, analogous to the 
results obtained by suggestive procedures in 
wart therapy. 

Immunotherapy of zoster with y-globulin 
and convalescent serum has been tried in 
an occasional case. Judging from the evi- 
dence presently available, it is doubtful if 
such therapy influences the course of this 
disease. 

Specific immune globulin is available for 
the prevention and treatment of human 
vaccinia. This material should be effective 
if given before the onset of symptoms. Its 
efficacy as a form of therapy has yet to be 
proved. 


133 S. Lasky Dr. 
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Gamma-Globulin Therapy in Chronic Staphylococcie 


Dermatoses 


A Comparison of Serum Gamma-Globulin Levels and Serum Antibacterial 


Activity 


W. J. MORGINSON, M.D.; DON C. WOOD, PH.D., and LURRINE BURGESS, B.A., Salt Lake City 


Bruton! reported that decreased serum 
y-globulin may accompany susceptibility to 
infection. It is, therefore, important to con- 
sider dysgammaglobulinemia, hypogamma- 
globulinemia, and agammaglobulinemia 
patients presenting acute and chronic infec- 
tious dermatoses. y-Globulin serum levels 
have been extensively documented for many 
dermatologic entities, generally representing 
the acute infectious and severe varieties. 
The chronic dermatoses, in which staphylo 
coccic diathesis is an important feature, 
have received less attention. 

The purpose of this study is to (1) deter 
mine whether the sera of patients with 
chromic staphylococcic dermatoses have a 
lowered antibacterial titer, (2) to determine 
whether the serum y-globulin levels are re 
duced, and (3) to observe the response of 


these dermatoses to y-globulin therapy. 


Investigational Methods 


Three yveneral methods were used during this 
investigation. 

A. Clinical) Classification of Staphy 
lococete Dermatoses and Response to y-Globulin 
Therapy. 


are divided 


Chronte 


The chronic staphylococcic dermatoses 


into diagnostic groups for a more 
accurate presentation of the dermatosis under con- 
sideration. Of necessity, these groups are not too 


arbitrary but represent common clinical divisions 


of chronic staphylococcic dermatoses. 
195%. 
Read before the Section on Dermatology at the 


107th Medical 
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Submitted for publication Aug. 7, 
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of Medicine. and the Department of Pathology, 
Medicine and the 
Administration Hospital 


University of Utah College of 
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Staph 
ylococcie eczematoid dermatitis is usually presented 
with 


I. Staphylococcic Eezematoid Dermatitis : 


with a history of cradle cap extension of 
the dermatitis to involve the ears, occiput, neck, 
cubital and popliteal fossae, and diaper region, 
sometimes becoming generalized, persisting to age 
2 to 3 years, and then regressing. There is no 
association with diet or environmental sensitivities 


The 


between the 


dermatitis recurs at early puberty, usually 


ages 9 to 12 years, to involve the 


scalp, back and sides of the neck, face, cubital and 
popliteal spaces, pubis, and external genitalia and 
may be generalized. It ts characteristically dry, 
sealing, infiltrative, and pruritic and is associated 
It is generally worse during the 


with folliculitis 


winter months and regresses during the summer 


months. The patient is nervously tense, but this 
is probably secondary to the dermatitis, as nervous 
ness regresses as the dermatitis improves. Diet 
has no effect on the dermatitis, although some 
patients present concomitant allergies. 

Il. Seborrheic Dermatitis Seborrhere derma 


titis typically involves the scalp and occiput, with 
extension out of the sealp line onto the forehead, 


neck, external ear canals, evebrows, nasolabial 


folds, axillae, chest, umbilicus, and pubis 
ILL. Intertrigo: Intertrigo occurs on the skin 
folds 


and natal cleft and usually 


beneath the breasts, axillae, crural region, 
shows peripheral fol 
liculitis. 

IV. Pyoderma Pyoderma, as encountered im 
this study, most commonly occurred on the dorsal 
feet, fingers, and hands. It 


usually persisted from onset at age 1 to 2 


surfaces of the toes, 
years 
to young adulthood. There ts no evidence of 
fungus infection or venenata 

Folliculitis and 


of folliculitis and 


The 


furunculosis considered for this 


Furunculosis variety 

study is chronic, persisting over a period of months 

and years. 
VI. Acne 


severe 


\cne 


involving the 


Vulgaris vulgaris is of the 


type, face, chest, shoulders, 
back and deltoids, not necessarily cystic, but show 
ing a marked tendency to folliculitis and pustules 

B. Serum [electrophoresis 


Spinco Model paper 


Serum electrophore 


sis was carried out in the 
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Taare 1.—Patient y-Globulin Determinations, Diagnostic Groups, and Clinical Severity 
Total y-Globulin Diagnostic Groups Clinical Severity 

No. Normal, % I Il Ill IV V VI Mild Moderate Severe 

1 Plus 76:100 1 1 

sf) Plus 51:75 5 1 

10 Plus 26:50 5 2 3 7 il 

22 Pius 1:25 7 4 1 6 1 3 1 12 9 

32 Normal 0 12 6 3 9 1 1 3 16 12 

4) Minus 1:25 16 1 3 13 3 5 1 19 13 

3s Minus 26:50 21 2 4 1 9 1 25 26 

17 Minus = 51:75 4 1 2 10 5 5 

4 Minus 76.100 3 1 3 
170 74 16 11 32 17 20 5 87 78 


strip-electrophoresis apparatus. The — separated 
patterns were stained in bromphenol blue, and the 
percentage of serum components were calculated 
from the RB Analytrol integration curve. Control 
values were determined from runs) on normal 
persons. 

Serum Antibacterial Activity—The tech- 
nique described by Wood, Ono, and Bessey * was 
used to determine the total serum antibacterial and 
properdin levels. 


Gamma-Globulin Determinations 


y-Globulin determinations were made on 
170 patients. It can be seen from Table 1 
that 32 patients (19%) showed normal 
y-globulin readings, 38 patients (220 ) de- 
viated above normal, and 100 patients 
(59% ) were below normal. 

With reference to the diagnostic groups; 
60% of the patients with staphylococcic 
eczematoid dermatitis showed decreased 
y-globulin, 24% of the patients with 
seborrheic dermatitis showed a decrease, as 
did 630 of the patients with intertrigo, 
44 with pyoderma, with folliculitis 
and furunculosis, and 850 with the pustu- 
lar type of acne vulgaris. Folliculitis, 
furunculosis, and pustular type of aene vul- 
garis may represent a severer type of 
bacterial infeetion. y-Globulin levels are not 
diagnostic for these entities, but low y-glob- 
ulin readings may be anticipated, and the 
performance of protein electrophoresis is 
justified, 

The clinical severity of the dermatoses 
presented by these 170 patients was consid- 
ered mild for 5 patients (3), moderate 
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for 87 patients (51), and severe for 78 
patients (46%). The moderate group 


showed 196 y-globulin readings — of 
normal; 210, above normal, and 60, be- 
low normal. The severe group was 15% 
normal, 28% above normal, and 37% below 
normal. While the y-globulin levels did not 
exactly correlate with the severity of the 
disease process, there was a definite ten- 
dency for the severer types to show below- 
normal readings. Low y-globulin titer may 
be a factor in increased severity. 

No correlation was made in this study 
between y-globulin levels and the ages of the 
patients. However, it is recognized that 
there is a normal y-globulin level in the 
newborn infant due to passive donation 
from the mother, a temporary lowering at 
about 4 months of age, and a gradual rise 
to normal by 1 year, as reported by Barrett 
and Volwiler,* and between 2 and 6 years, 
as reported by Mazzitello and Good. This 
might explain the occurrence of staphylo- 
coccic eezematoid dermatitis in young chil- 
dren, its regression during older children, 
and its recurrence at early adulthood due 
to possible onset of acquired hypogamma- 
globulinemia. Key and Nelson? suggest 
that Leiner’s and Ritter’s diseases and im- 
petigo neonatorum may be associated with 
hypogammaglobulinemia., 


Antibacterial Activity of Serum 


The method used to determine serum 
antibacterial activity measures two general 
groups of substances found in serum: (a) 
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the total antibacterial activity and (>) those 
components of serum which require com- 
plement for activity and are destroyed by 
heating the serum at 56 C for 30 minutes. 

Irom Table 2, it can be seen that of the 
61 patients on whom comparison studies 
were made between y-globulin determina- 
tions and total antibacterial activity nearly 
all the patients had a reduced y-globulin 
reading and about 70% had lowered total 
The 


ship between lowered y-globulin re- 


serum antibacterial activity. relation- 
duced serum antibacterial activity was most 
remarkable. It should not be assumed, how- 
that 
between y-globulin and serum antibacterial 


ever, there is a direct relationship 


titers. Though both components play an 


important role protective mechanisms, 
been re- 


they vary independently. It has 


ported elsewhere ®* that patients with nor 


mal y-globulin” levels are capable of 


extremely high antibacterial titers when 


under the stress of acute infections. 
There are many components of normal 


human serum which inhibit bacterial 


growth.® However, those reported here are 
divided into the two general groups de- 
scribed previously. Table 2 shows a break- 
down of serum antibacterial titers for these 
two major groups. The center of the Table 
units of total antibacterial 


compares the 


Taste 2.—Compartson Below Normal y-Globulin 
Determinations with Total Serum Antibacterial 
Activity and Complement-Depending 
(Properdin) Activity 


Total Complement- 
Antibacterial Depending 
Activity 


y-Globulin Activity 


Pa- Below Pa- 


Range, * Pa- 
tients, Normal tients, Units tients, Units 
No. Deviation, % No. (8.5+1.7) No. (2.5+1.01) 
2 Minus 100:76 4 0-1 23 0. 0.5 
6 Minus 75:51 3 1-2 3 0.6-1.0 
1S Minus 50:26 4 2-3 1 1.1-1.5 
25 Minus) 25:1 3-4 34 1.6-3.5 
10° Normal 0 14 4-5 
10 5-6 
6-10 
61 61 61 


* Standard deviation from mean calculated from 24 healthy 
normal humans. 
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Range,* 


activity measured for 61 patients. It can 
be seen that only 24.5¢¢ gave normal titers. 
It should be pointed out that three of the 
patients examined gave no measurable anti 
bacterial activity. All of these three patients 
had severe dermatoses and showed excellent 
response to therapy. 

In comparison, the right side of Table 2 
shows the units of activity represented by 
those factors in serum which require com 
the 61 
them 


plement for activity. Of 


55.7% of 


patients 


examined, were normal. 
Eleven of these patients gave no comple 


The 
majority of patients deficient in the com 


ment-depending antibacterial activity. 


plement-depending factors were extremely 
than 0.5 
Inasmuch as properdin is probably 


lower than normal, that is, less 
units. 
the major component of this group, its 
absence in these patients appears to be of 
great. significance. It was of particular 
interest that no patients either in the control 
group or with infection showed an increase 
in antibacterial titer. An increase in serum 
antibacterial activity is related primarily to 
acute infection ®* and would support these 
findings, inasmuch as our patients were all 


of the chronic type. 


Gamma-Globulin Therapy 


While y-globulin therapy has been re 
ported by many authors to be of benefit in 
the management of acute, recurrent infec 
the 
disclose its extensive use, heretofore, for 


tions, a review of literature did not 


chronic dermatoses presenting associated 


staphylococcie infection. We are indebted 
to the American National Red Cross for 
ample supplies of poliomyelitis immune 
globulin (human), identical with immune 
serum globulin (human). 

Recommended dosage for maintaining 


levels adequate to combat hypogammaglob 
0.3 ml. per pound of body 
weight, administered at monthly intervals.* 


ulinemia is 


However, for practical purposes, 6 ml. for 
infants, 10 ml. for young children, and 20 
ml. for adults was injected intragluteally 
three- to intervals. 


at from four-week 
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Diagnostic 


Patients, No. Groups Injections, No 


25 I Total 142 Total 
Avg. 6 Avg. 

5 Il Total 26 Total 
Avg. 5 Avg. 

1 Ill Total 6 Total 
Avg. 6 Avg. 

ll I\V Total 58 Total 
AVE. Avg. 

12 \ Total 62 Total 
Avg. 4 Avg. 

Vi Total 31 Total 


Avg. Avg. 


Adults thus received on the average 3 gm. 
of y-globulin fraction, which dose was re- 


ported by Bruton ! 


to produce a surprising 
rise y-globulin. titer with, however, a 
gradual return of y-globulin to its) previ- 
ously low level. The half-life of parenter- 
ally administered y-globulin is considered to 
be between 25 and 30 days.* Seltzer et al.* 
report the half-life value of y-globulin in 
the newborn infant to be 30-35 days; in the 
child) from 6 months to years old, 
20.3+2.8 days, and in adults, 13.1+2.8 
days. There is some evidence that smaller 
doses at more frequent intervals, 5 ml. each 
week, produce better clinical response. 

In our series, patients received 
y-globulin therapy for an average period of 
six months, with no patient being reported 
who did not receive treatment for at least 


(Table 3). 


in our study to 59 patients because, for 


four months We were limited 


economic and availability the 
National 
poliomyelitis 
the 


y-globulin level of minus 


reasons, 


American Red Cross could not 


supply immune — globulin 


unless a 


A 


total of 325 injections of y-globulin were 


(human ) patient showed 


25% or lower. 
made representing the administration of 
6,350 of 


(human ). 


ml. immune serum globulin 


The clinical response of our patients to 
y-globulin therapy was excellent for 42%, 
good for 41%, and negative for 170. Com- 
bining the excellent and the good results 
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Taare 3.—y-Globulin Therapy with Reference to Administration and Clinical Results 


Injected, M1. 
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Clinical Results 


Excellent Good Negative 


3,060 9 9 7 
123 
580 2 2 I 
116 
120 1 0 0 
120 
820 6 5 0 
75 
1,150 6 5 I 
620 1 3 
124 


indicates that 83 experienced satisfying 
improvement, Controls consisted of the pa 
tients their 
were extremely chronic, all had previously 


themselves. Since dermatoses 
received the gamut of therapy and had 
reached a therapeutic plateau. 

Those entities representing more active 
bacterial infection, as folliculitis and furun- 
culosis and pyoderma, showed better clinical 
There 
were no failures for pyoderma and only one 


response, particularly children. 
for furunculosis. The more indolent condi 


tions, such as eczematoid 


staphylococcic 
dermatitis and seborrheic dermatitis, — re- 
sponded more slowly, required the greater 
number of injections, and showed the larger 
number of failures. The failures for those 
patients classified as staphylococeic eczema 
toid dermatitis could) represent secondary 
staphylocoecic infection on allergic derma 
titis and psychogenic dermatitis. 

The results for the pustular type of acne 
vulgaris were interesting. The y-globulin 
determinations on these 20 patients showed 


We had an 


Opportunity to report on only five patients 


85% titers were below normal. 


treated, as the others had not received four 
or more injections. The results were one 
excellent, three good, and one negative. 
Schaffer 


ences, 


et reported similar experi- 

Reactions accompanying y-globulin. ther- 
apy are infrequent. In our of 59 
patients representing 325 injections, only 


series 
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one definite reaction observed. This 
consisted of erythema, swelling, tenderness 
at the site of injection, generalized urticaria, 
and fever (temperature 103 I) occurring 
three days after the injection. These symp- 
toms regressed promptly following corticos- 
11 


Was 


teroid therapy. Owings '! reports a severe 
anaphylactoid shock type of reaction follow- 
ing the first injection of y-globulin. Murray 
and Ratner '* little danger of 
homologous serum hepatitis following the 


report 


administration of immune serum globulin 
(human), particularly if it is produced by 
the cold-ethanol method. 


Conclusions 


It is indicated from the data presented 
here that the large majority of patients 
showing persistent staphylococcie dermatoses 
also have a marked hypogammaglobulinemia. 
In addition, there is a general lowering of 
Over 75% of all 


patients studied showed such a change. The 


serum antibacterial titers. 


loss of antibacterial activity was related, in 
part, to a deficiency in those substances 
found in blood which are inactivated at 
temperatures that destroy complement. Inas- 
much as properdin is the only known 
natural component of blood which requires 
complement for bacterolytic activity, it is 
that 


portant role the protective mechanism 


assumed this protein plays an im- 
of those patients. It appears significant that 
of the 23 people in Table 2 who had less 
than 0.5 
activity all 
which 
B-globulin. 
properdin could be fractionated from serum 
Approximately 
14 


units of complement-depending 


had electrophoretic — patterns 


showed remarkable lowered a- and 


Pillemer et al! reported that 
in Deutsch’s Fraction 
70% of this 
and #-globulins. 
likely that properdin is deficient in- these 


fraction is comprised of 


Therefore, it seems 
patients. 

In addition to the complement-depending 
normally 


factors, 
present in serum which retain potent anti- 
after has 
It was found 


there are components 


bacterial activity serum been 


heated at 56 C for 30 minutes. 


Morginson et al. 


that the heat-stable antibacterial factors 
were also remarkably reduced from normal 
values. The identity and importance of 
these components are presently being m- 
vestigated, 

Many workers have reported that) pa- 
tients with repeated infections often show 
lowered y-globulin levels. One might expect 
that patients with persistent chronic infee- 
tions might also be deficient in this protein. 
Such, in fact, is the case as has been shown 
here. Besides a lowered immune potential, 
antibacterial substances found serum 
which are related to natural resistance are 
reduced. Though most of the patients re 
ported here fall into this general pattern, a 
diagnostic generalization should be avoided. 
Some of the clinically severe patients were 
found to have normal antibacterial and 
y-globulin levels. Different combinations of 
these two factors were also observed, 1. e., 
lowered y-globulin) with a normal anti 
bacterial titer or the reverse of this. These 
exceptions only point to the extreme com 
plexity of the problem of natural resistance. 

Immune serum globulin (human) therapy 
benefited the majority of our patients whe 
presented chronic staphylococcic dermatoses 
and low y-globulin levels. We did not have 
the opportunity to observe the effects of 
y-globulin therapy on those patients with 
chronic staphylococe: dermatoses who had 
normal and elevated y-globulin determina 


tions. 
Summary 


In this study, patients who presented 


chronic staphylococcie dermatoses were 
studied: (1) 59% had a reduced y-globulin 
70% total 
serum antibacterial activity, (3) 420 were 
the 


(properdin) activity, and (4) 83¢¢ demon 


level, (2) showed lowered 


deficient complement-depending 
strated satisfactory improvement following 
y-globulin therapy. 

141 


2d South St. (11) 
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Lichen Striatus 


RENATO G. STARICCO, M.D., Detroit 


The incidence of lichen striatus is so 


rare that when such a condition occurs we 
are more prone to discard it for one of the 
other commoner linear dermatoses, such as 
lichen planus, nevus unius lateris, linear 
psoriasis, and even herpes zoster, It is 
easily understandable that such confusion 
may occur when one realizes that, in spite 
of the statements by different authors,'* a 
clear-cut clinical picture does not exist; that 
the therapeutic response is, as we shall see 
later, of no help at all, and that the his- 
topathologic changes occurring lichen 
striatus are still a confusing and undecided 
factor, 

The diagnosis of lichen planus and psort 
asis does not present any difficulty in cases 
where a widespread eruption is present, but 
we may also be confronted with a combina- 
tion of lichen striatus and lichen planus, as 
the case described by H. Pinkus * has clearly 
shown. 

The history of lichen striatus dates back 
to the end of the 19th century and the dis- 
ease has been described repeatedly under 
different terms, such as lichenoid tropho- 
linear 


neurosis,? neurodermite zoniform,® 


neurodermitis,® linear dermatosis,’ strich- 


foermige eruption,® zonal dermatosis,” 


40 striatus.!! 


lichenoid eruption,'? lichen 
We will, for practical reasons, limit the his- 
tory of lichen striatus to a few names: 
Balzer, Mercier, Brocq, Besnier, Hallopeau, 
and Felix Pinkus. In 1889, at the session of 


the French Society of Dermatology and 


Submitted for publication July 25, 1958. 


From the Department of Dermatology (Her- 
mann Pinkus, M.D., Chairman), Wayne State 
University College of Medicine and Detroit Re- 


ceiving Hospital. 


A Study of Fifteen New Cases with Special Emphasis on the Histo pathological 
Changes and a Review of the Literature 


Syphilology, Balzer and Mercier * presented 
a case of lichenoid trophoneurosis in a linear 
pattern along the course of the lesser sciatic 
nerve. In the discussion that followed, Bes- 
nier, Hallopeau, and Brocq discussed the 
clinical differential diagnosis from other 
linear dermatoses, and it was Broeq who, on 
this occasion, first advanced the etiologic 
hypothesis later known as “locus minoris 
which is almost unani 


resistentiae,”’ now 


mously accepted. He commented, “I think 
that there are persons who are affected by 
some congenital manifestations of the skin 
such that some zoniform regions are either 
temporarily or permanently more vulnerable 
and, for this reason, more susceptible to a 
dermatosis to which the subject might be 
exposed or predisposed.” 

The etiopathogenesis of lichen striatus 
has led students of the subject to innumera 
ble theories, including relation between 
the linear arrangement and the course of 
3 


the blood vessels,'* the lymphatics," and the 


peripheral  Philippson,'® in’ de 
scribing two cases of ichthyosis hystrix, saw 
in it a relation with the Voigt’s lines,'? 
which are the boundaries of the areas of 
distribution of the cutaneous nerves. Within 
these boundaries there was, presumably, an 
resistance. Jadassohn,'* 


area of lowered 


Nicolas and Rousset,!® and Touraine and 
Solente *° attributed the linear distribution 
to the influence of the lines of implantation 
of the 


embryologic ** theories have also been sug 


hairs. Metameric,’ neuritic,?! and 
gested. According to Senear and Caro ! and 
Rose ** there is not, at present, an adequate 
theory to explain the primary cause of the 
linear eruption. 
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TABLE 1.— 


Author Age Sex Duration 


Senear & Caro ' 
Case 
1 


Several 
mo. 


3 wk. 


1 mo. 


6 mo. 


M 3-4 wk. 


Unknown 


4mo. 


4-5 mo. 


Shaffer 


Johnson #? Few mo. 


2 mo. 
when 
seen Ist 


Rothman & 
Neiderman 
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Onset 


Gradual 


Rapid 


Not 
mentioned 


Rather 
rapid 


Sudden 


Not 
mentioned 


Not 


mentioned 


Gradual 


Sudden 


Sudden 


Gradual 
(2-3 wk.) 


A, M. A. ARCHIVES OF DERMATOLOGY 


Location 


From scapula to 
volar aspect of arm 
& forearm 

Volar aspect of arm 
from wrist to 
shoulder 


From sternum to 
axilla to arm & 
cubital fossa 


From ulnar side of 
right wrist upward 


From right ear to 
right clavicle 


Along radical side of 
left arm from cubi- 
tal fossa upward 

Left arm, dorsal 
surface 


From right scapula 
to shoulder, down- 
ward along outer 
aspect flexar surface 
of arm; turned over 
dorsal aspect of 
forearm to wrist & 
to base of thumb 

From sternoclavi- 
cular joint laterally 
to left shoulder, 
downward over the 
front of the arm to 
wrist 


A streak, one on an- 
terior surface, right 
shoulder; other ex- 
tending from right 
cubital fossa ex- 
tending downward 
to wrist 

Posterior leg from 
gluteal region to 
thigh, calf to toe 

Left half of body 
from head to foot 


Posterior area of 
right leg 


Symptoms 


None 


Mild 
pruritus 


None 


None 


Not 
mentioned 


None 


Not 
mentioned 


Severe 
pruritus 


None 


Severe 
pruritus 


Not 
mentioned 


None 


Summary of Clinical Findings by Different Authors 


Other 


Character of Lesion Condition 


Reddish papules & 
patches of dermatitis in 
linear pattern 

Lichenoid papules, sin- 
gle & coalescing; pri- 
mary papule not typical 
of lichen palnus 

Pinpointed & BB-shot 
sized papules; color 
varying from that of 
normal skin to slight 
red, single & grouped, 
some glistening & some 
covered by scales 

Lichenified linear 
streak; lesions reddish 
at first 

Lichenified band Lichen 

simplex 

chronicus 

Pinheaded papules, sin- 
gle & coalescing & 
slightly elevated 

Individual & coalescing 
lichenoid papules in 
linear pattern; a linear 
stria on nail 

Linear streak of licheni- 
fication 


T. pedis 


L. urticatus 


Lichenified streak & 
pinhead-sized lichenoid 
papules having tenden- 
cy to coalesce; 2 bands, 
which in their ascend- 
ing and descending 
course met at the cubi- 
tal fossa 

Pinhead-sized lichenoid 
papules 


Slightly verrucous & Kahn + 


linear 


Flesh-colored & verru- 
cous linear lesion with 
some areas having 
lichenoid appearance 

Confluent, glistening 
pinkish yellow round 
papules, some covered 
by fine scales; discon- 
tinued linear distribu 
tion 
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39 F Fewwk. 
2 10 F  6wk. 
6 6 F — 
7 5 None 
10 


Netherton ** 


Schmidt #4 5 


Lewis ** 13 


Pinkus, F.* 


Case 
1 26 
2 53 
Duperrat, 


Basset, & 
Baptista ** 


Case 
1 8 
2 4 
Pinkus, H.* 37 
Beck ** 12 
Frain-Bell il 
Lodin & 57 


Gentele *° 


Semon * 47 


Lee 
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LICHEN STRIATUS 


TABLE 1.—Summary 


F Mo. 


F Several 
mo. 


M_ Several 
mo. 


M Few mo. 


F About 
yr. 


Few mo. 


M 
F Still 
present 
after 1 mo. 
7 wk 
M 30 yr. 
3 yr. 
3-4 mo. 


Burning & 
itching 
preceding 
rash 


Gradual 


Not 


mentioned 


Gradual 


Rapid 
Spread 


Rapid 


linical Findings by Different Authors—Continued 


Mild 
pruritus 
since onset 


Posterior thigh, calf 
& lateral aspect of 
right foot 


Left arm None 


Not 
mentioned 


Left arm 


Pruritus 
first 2 days 
only 


Left arm 


Forearm Pruritus 


Not mentioned None 


Posterior aspect of 
leg from buttock 
to heel 
From right buttock 
downward, thigh 
to calf 
From gluteal fold to 
ankle; few papules 
on buttock same 
side 
Posterior aspect of 
left leg; few lesions 
on abdomen 


Severe 
pruritus 


Right leg from 
little toe to heel & 
upward to buttock 
& scrotum 

Face; left side of 
forehead 


None 


Leg; inner aspect None 
from thigh to 


melleolus 


Linear, superficial light 
to yellowish & pink, 
smooth & sealy single 
& grouped papules, no 
angular or umbelicated; 
Wickham striae not 
present 
Single & coalescing flat 
or slightly raised lichen- 
oid papules & macules 
in linear distribution 
Lichenoid discrete con- 
fluent scaly papules 
grouped in linear for- 
mation 


Reddish-brown slightly 
raised pinhead-sized, 
translucent, not sealy 
papules, isolated & 
grouped in linear 
distribution 

Vesicles & papules in 
linear pattern; papules 
similar to lichenoid 
papules but of light 
translucent bright color 


Discontinuous papules 
disposed in a linear 
pattern covered by a 
seale 

Interrupted streak of 
scaly papules 

Tiny flat somewhat L. planus 
scaly papules of brown- 
ish red color 

Linear streak & licheni 
fied papules 


Combination of flat- 
topped papules & ecze 
matous reaction; linear 
on calf, more plaque- 
like on thigh 
Linear lesion composed 
of reddish violet, flat, 
coalescing papules 


Weeping patches recur 
ring during summer 

months; linear pattern 
14 in. wide linear band 
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Author 


Senear & Caro ! 
1 


Lewis ** 


Schmidt 


Netherton 


Pinkus, F. 
1 


2 


Rothman & Neiderman 


Shaffer 


Duperrat, Basset, & 
Baptista ** 


Pinkus, 


Lodin & Gentele 
Semon * 


TABLE 2. 


A, M. A, ARCHIVES OF DERMATOLOGY 


Epidermis 


Irregular acanthosis with some lateral fusion of 
the rete pegs; few wandering cells; slight inter- 
cellular & much intracellujar edema; basal 
layer intact & granular layer thinner & con- 
tinuous 

Irregular acanthosis; moderate intercellular & 
considerable intracellular edema, latter over- 
lying papillary inflammatory changes; epi- 
dermis at this point invaded by wandering 
cells; basal layer disorganized in proximity of 
intracellular edema 

Ilyperkeratosis & acanthosis 


Slight acanthosis: basal layer intact 


Loose hyperkeratosis with small islands of para- 
keratosis; moderate, irregular acanthosis with 
slight intercellular & pronounced intracellular 
edema; wandering cells present in most ede- 
matous areas; granular layer thin & interrupt- 
ed; basal layer intact 


Ilyperkeratosis with spotty parakeratosis; in- 
tercellular edema with some unevenly distrib- 
uted vesicles; corps ronds in horny layer 

Same changes 

Hyperkeratosis with purakeratosis; granular 
layer absent in most part of section; rete pegs 
broadened & confluent; Malpighian layer 
shows intercellular & intracellular edema; 
basal layer intact but lower part of epidermis 
invaded by wandering cells 


Acanthosis with intra- and extracellular edema; 
hyperkeratosis with parakeratosis 


Parakeratotic scales mixed with dry serum; 
granular layer not present; papillomatosis 
with normal basal layer except where papilla 
is infiltrated 

Acanthotic but thinner over affected papillae; 
lower strata dissolved by infiltrate, many 
cells transformed in eosinophilic corpuscles; 
granular layer normal or absent; horny layer 
partly normal & partly with 
scales containing dyskeratotic corpuscles 

Picture of chronic eczema neurodermatitis 

Normal epidermis except for slight spongiosis & 
some vesicular spaces 


Loose hyperkeratosis; granular layer thinner; 
irregular acanthosis; inter- and intracellular 
edema; basal cells broken in places, especially 
in relation to papillae which were more infil- 
trated 
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parakeratotic 


—Pathological Changes Reported by Different Authors 


Corium 


Inflammatory changes chiefly seen in papillary 
& subpapillary layer, accompanied by edema; 
blood vessels dilated & sharply surrounded 
by cellular infiltrate 


Some papillae edematous & filled with diffuse 
infiltrate of lymphocytes, histiocytes, connec- 
tive tissue cells, & plasma cells; densely packed 
mantles of infiltrate around vessels in sub- 
papillary part of corium & extending down 
about hair follicles 

Inflammatory reaction mainly in region of hair 
follicles & extending between rete cones 

Focal collection in upper & deeper portion of 
corium; no dilatation of follicles or sudorifer- 
ous glands 

Edema of papillary & subpapillary layer, no 
inflammatory changes noted below subpapil- 
lary layer; blood vessels are dilated & sur- 
rounded by a loose perivascular lymphocitic 
infiltrate 


Infiltration of papillary body & upper dermis 
around superficial and deep vascular tree 


Same changes plus involvement of sweat glands 
by infiltrate 

Extensive edema in papillary & subpapillary 
dermis; infiltrate of lymphocytes & connective 
tissue cells sharply demarcated in subpapillary 
layer, but similar circumscribed round infil- 
trate also seen at junction of dermis & subder- 
mis, particularly around sweat glands; vessels 
dilated with perivascular infiltrate 

Papillae edematous with considerable infiltrate 
of round cells & some polymorphonuclear 
leukocytes; blood & lymph vessels dilated 
with decided perivascular infiltrate 

Not mentioned 


Papillary & subpapillary layers contain lympho- 
cytic infiltrate extending downward as heavy 
mantles around blood vessels, apparently in- 
volving veins more 


Granulation tissue consisting of lymphocytes, 
histiocytes, & newly formed capillaries; infil 
tration extending throughout corium 

Perivascular lymphocytic & histiocytic infil- 
trate; infiltrate most marked in papillae & 
superficial part of dermis; capillaries congested 
«& hair follicles surrounded by pleiomorphic 
infiltrate; elastic tissue absent or diminished 
in areas of heavy infiltrate 
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TABLE 3. 


Sex Duration 


M 3 mo 


3 mo, 


Smo. 


10 mo. 


Unknown 
6 wk. wher 
seen 

2yr 


2mo 


6 mo. 


3 mo. 


3 mo 


* Patient failed to return. 


Onset & 
Development 


Sudden 


Rather rapid 


Sudden 


Sudden 


Slow; 4 mo, 


Slow 


Rather rapid 


Rapid 


1 
Gradual 3 months 
Sudden appearance, 


full development 
reached slowly 


Gradual 


Gradual 


Rapid onset; slow 
development 


+ Patient is still under observation. 
¢ Patient has improved 90%. 
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Location 


From shoulder to hand along 
extensor aspect of arm 


Began on volar aspect of wrist 
& spread upward along outer 
aspect of arm to shoulder 

From right buttock down to 
popliteal fossa & heel 


Outer aspect of left thigh from 
knee to buttock 


From navel to perineal area 
downward along inner aspect 
of right leg to big toe 

From hand along ulnar side of 
left arm up to shoulder & 
from here to anterior chest 


From right scapula to right 
shoulder down arm to right 
thumb 

Dorsal surface of left forearm, 
from elbow to thumb 


Anterior aspect of right leg 


From breast to axilla down- 
ward along ventral aspect 
of left arm 

From left wrist upward to 
shoulder & scapula & down 
to wrist 

From apex of scapula up to 
shoulder & axilla; from axilla 
anteriorly to breast & down 
to forearm 


Posterior aspect of leg from 
buttock to heel 

Extensor surface of left arm, 
from hand to elbow 


Chest; distributed along the 
course of the 5th & 6th rib & 
on medial aspect of left arm 


Symptoms 


None 


Mild 
pruritus 


None 


Slight 
pruritus 


None 


Very 
pruritic 


Occasional 
mild 
pruritus 

None 


Mild 


pruritus 


Pruritus 


None 


Occasional 
mild 
pruritus 


None 


None 


None 


Summary of Clinical Findings in Fifteen New Cases 


Character of Lesion 

Slightly raised & flat angular 
papules single & coalescing to 
form plaques 
Lichen simplex 
linear 

Flat topped shiny papules sin- 
gle & grouped in interrupted 
streak 

Reddish, 
papules, somewhat shiny and 


suggestive of 
chronicus; 


single & coalescing 


covered by a grayish seale; 
linear pattern 

Isolated & confluent brownish 
papules, angular & flat in de- 
pigmented linear pattern 

Ilypertrophie almost verrucous 


Purplish papules, single & coa- 
lescing in interrupted 
streak, 


planus 


suggesting lichen 


Depigmented linear 


eruption 


em. wide, composed of 
tiny little red-colored papules 
Linear eruption formed by sin- 
gle reddish 


papules; width of lesion about 


coalescing 


Linear eruption formed by coa- 
having an 


lescing papules 


scaly, shiny 
re- 


simplex 


erythematous, 
somewhat 
lichen 


configuration 
sembling 
chronicus 
Linear arrangement of red pap- 
ules, and flat-topped; 
eruption began on axilla 


shiny 


Depigmented linear lesion form- 
ed by slightly raised tiny an- 
gular papules 

Tiny 
single & grouped, violaceous 


depigmented — papules, 


shiny plaques, & grayish 
shiny interrupted 
linear band with width vary- 
ing from millimeters to 

Rough, scaly, skin-colored lin- 


patches; 


few 


ear lesion 

Irregular streak of papules some- 
what depigmented, tiny flat 
& raised 

Pinpointed, depigmented, ery, 
thematous papular eruption 
some flesh-colored; linear pat 
tern 
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5 
6 26 F 2 mo. 
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10 

(2 biopsies) 
(a) 
(b) 


12 
(2 biopsies) 
(a) 


Taste 4.—Summary of the Pathological Changes Seen in the Fifteen 


New Cases 


Described in Table 3 


Epidermis 


Irregular acanthosis with hyperkeratosis & spotty para- 
keratosis; occational dyskeratotic grain & cells in 
horny & granular layer; areas of intercellular & intra- 
cellular edema overlying dermal infiltrate; granular 
layer normal or thinner; some lymphocytes migrated 
from dermis with secondary disruption of basal layer 

Slight acanthosis with generalized hyperheratosis & 
parakeratosis in spots; parakeratosis related to areas 
of increased epidermal damage; granular layer normal 
or thinner; rete disrupted in several places by infiltrate 
from dermis; inter- & intracellular edema with some 
vesiculation; occasional grain-like dyskeratotic cells 
present 

Normal thickness with few areas of irregular acanthosis; 
hyperkeratosis with occasional parakeratosis; granu- 
lar layer normal; inter- & intracellular edema with 
tendency toward vesiculation; few lymphocytes pres- 
ent; basal layer normal except for occasional disrup- 
tion; epidermal changes closely related to underlying 
dermal changes 

Hyperkeratosis & spotty parakeratosis; absence of gran- 
ular layer in circumscribed areas correspondent to 
severe changes of rete; in same areas edema & inflam- 
matory infiltrate with occasional presence of individ- 
ually keratinized cells 

Regular epidermis with areas of acanthosis & atrophy, 
related to papillary & subpapillary perivascular infil- 
trate; hyperkeratosis with occasional parakeratosis; 
some intercellular edema sporadically 

Normal epidermis with slight general thickening & few 
areas invaded by lymphocytes from below; hyper- 
keratosis with spotty parakeratinized cells 

Normal epidermis except for areas secondarily affected 
where there is intercellular edema connected to areas 
of dermal infiltrate; hyperkeratosis; normal granular 
layer 


Normal except for few areas of intercellular & intracellu- 
lar edema related to underlying damage; hyperkerato- 
sis with occasional parakeratosis; normal granular 
layer 

Hyperkeratosis with occasional parakeratosis related to 
area of damage; intra- & intercellular edema & some 
lymphocytic infiltrate 


Normal epidermis 

Basal & prickle layer almost gone due to edema & lym- 
phocytic infiltrate with formation of vesicles; hyper- 
keratosis & occasional parakeratosis; few dyskeratotic 
cells 

Normal thickness & occasional damaged areas; hyper- 
keratosis with occasional parakeratosis; granular layer 
normal, inter- & intracellular edema & mononuclear- 
cell infiltrate 


Normal thickness; some intercellular and intracellular 
edema; occasional dyskeratotie cells; normal granular 
layer; few lymphocytes; basal layer generally intact 

Occasional areas of acanthosis with hyperkeratosis; in 
these areas granular layer thicker than usual; lympho- 
eytic infiltrate with moderate destruction of basal 
layer 

Normal with occasional involved areas; hyperkeratosis 
with spotty parakeratosis; normal granular layer; dys- 
keratotic cells all through section; some lymphocytes 
infiltrated from dermis 

Normal thickness except for areas of thinning due to in- 
filtration from below; in these areas basal cells practi- 
cally destroyed & loss of pigment carried down in 
dermis 

Epidermis invaded by mononuclear inflammatory in- 
filtrate from below, with epidermal structure rather 
disrupted; occasional dyskeratotic cells; hyperkerato- 
sis; normal! granular layer 


Corium 


Heavy perivascular lymphocytic & histiocytic infiltrate 
in superficial & deep corium; some papillae heavily 
infiltrated with damage of overlying epidermis 


Superficial vascular net outlined by inflammatory infil- 
trate of lymphocytes & fixed cells; occasional spread- 
ing of infiltrate around hair follicles with following 
damage and atrophy; some slides present mainly der- 
mal changes, other ones more epidermal changes 


Histiocytic & lymphocytic infiltrate surrounding blood 
vessels & descending from papillary layer to medium 
corium; elastic fibers not present in areas of heavy in- 
filtrate 


Vascular net outlined by lymphocytic and histiocytic 
infiltrate present in superficial, medium, and deep 
corium, producing atrophy of sebaceous glands & dis- 
turbance of follicular epithelium 


Perivascular lymphocytic infiltrate distributed through 
subpapillary & middle corium; occasionally hair folli- 
cle involved with changes leading toward its destruc- 
tion. 

Perivascular mainly lymphocytic infiltrate in superfi- 
cial, medium & deep corium, elastic fibers missing in 
areas of infiltrate 

Lymphocytic & histiocytic infiltrate, partly subepider- 
mal, partly perivascular extending down to level of 
sweat gland, & partially perifollicular with secondary 
atrophy; some pigment carried down out of epidermis 
& taken up by histiocytes 

Normal corium except for band-like infiltrate of lympho- 
cytes & fixed cells surrounding vessels, mostly in 
subpapillary layer; occasionally papilla involved with 
production of secondary epidermal changes 

Perivascular infiltrate of lymphocytes & histiocytes in 
subpapillary and middle dermis; occasional papilla 
involved 


Perivascular lymphocytic & histiocytic infiltrate 
Perivascular lymphocytic & histiocytic infiltrate 


Perivascular lymphocytic infiltrate extending down to 
sweat glands; some hair follicles involved; in some 
areas infiltrate mainly papillary 


Perivascular mononuclear cells infiltrate mainly in 


superficial dermis 


Perivascular infiltrate especially heavy in papillary «& 
subpapillary layer; areas of perivascular infiltrate 
scattered also in deep corium 


Pronounced lymphocytic & fixed tissue cells; perivascu- 


lar infiltrate in all strata of corium 


Lymphocytic infiltrate in widened papillae & extending 
downward along blood vessels to deep corium 


Heavy subepidermal, perivascular lymphocytic & his- 
tiocytic infiltrate extending to deep corium 


| 
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7 
8 
9 : 
(b) 
13 


LICHEN STRIATUS 


In a recent study, Asang,”* working with 
a fetal monster, divided the lines of the 
lower extremity into three types: Trenn- 
linie, Grenzlinie, Sammellinie. According 
to his drawings, these lines represent the 
boundaries not only between one nerve and 
another but also between branches of the 
same nerve. 
extremity, to fit the distribution of lichen 
However, in 
and 


These areas seem, in the lower 


striatus in some of the cases. 
agreement with Senear and Caro! 
Gougerot and Lortat-Jacob,?° whatever the 
primary factor may be, there are, appar- 
ently, in the body fragile zones of congenital 
origin, Kreibich’s by which 
he produced a dermatitis confined to definite 
lines after central and peripheral nervous 
stimulation in neuropathic persons, supports 
the view that in the skin there are linear 
zones of increased reactivity. 

The first histopathologic description of 
lichen striatus is that of Felix Pinkus.* Ac- 
cording to him the main changes occur in 
the dermis, with a secondary involvement of 
the epidermis. The same changes have been 
described repeatedly by other authors,?** 
27.28 and they were, apparently, typical 
enough to confirm the theory that lichen 
striatus was a new entity. However, Senear 
and Caro! and others “° were more inclined 
to consider them as those seen in chronic 
dermatitis or neurodermatitis. 

In order to clarify some of the clinical and 
pathologic findings, a review of the past 
literature and an analysis of 15 new cases 
was made. 

Tables 1 and 2 represent a summary of 
the past literature, while Tables 3 and 4 are 
a summary of the findings of the 15 new 
cases. Three of these cases will be dis- 
cussed in detail because they represent three 
somewhat different clinical pictures of the 


same disease. 


Report of Cases 


Case 1.—A 64-year-old white man, one month 
before being seen, developed a sudden linear der 
matosis, completely asymptomatic, on the right arm, 
descending from the shoulder to the hand along 
the lateral aspect of the arm. The lesion consisted 
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of papules slightly raised and flat, angular in ap- 


pearance, forming plaques that had the typical 
picture of lichen simplex chronicus with a glisten- 
ing surface. The line was somewhat continuous 
and 0.5 to 1.5 cm. wide. During a two-month 
period, the patient received four x-ray treatments, 
for a total of 200 r. After this two-month period 
the dermatosis was still present, although somewhat 
less distinct, and characterized by a few scattered 
reddish papules. 

Histologic examination showed in the epidermis 
occasional areas of acanthosis with hyperkeratosis 
and spotty parakeratosis. Dyskeratotic grains and 
occasional cells were visible in the parakeratotic 
layer and the granular layer. Areas of intracel- 
lular and intercellular edema were present where 
the epidermis was overlying the dermal infiltrate 
Some lymphocytes migrated from the dermis into 
the epidermis and, in these areas, the basal layer 
appeared to be disrupted. The corium presented a 
heavy lymphocytic and histiocytic infiltrate, which 
was mainly perivascular and also descended with 
the vessels into the deep corium. Some papillae 
were heavily infiltrated, with an evident damage 
of the overlying epidermis. 

Case 5.—A linear lesion began to develop in a 
6-year-old white girl in December and extended 
slowly from the navel to the perineal region and 
from there along the inner surface of the right 
leg to the big toe. The eruption reached its full 
development 4 months later, and it disappeared 
spontaneously 10 months from the onset. The pa 
tient was asymptomatic all through the course of 
the The rather hyper- 
trophic and verrucous in The biopsy 
specimen showed a rather regular epidermis, except 


disease. dermatitis was 


character. 


for some areas of acanthosis and atrophy; both of 
these changes were related to a papillary and sub 
papillary perivascular infiltrate. There was diffuse 
hyperkeratosis with occasional mild parakeratosis, 
Some 
intercellular The 
dermis showed a perivascular lymphocytic infiltrate, 


related to the underlying infiltrated papillae 


edema was occasionally found 


involved a papilla and was mainly 
the subpapillary 
the 
follicle, with changes ot 


which rarely 


distributed through corium and 


corium. infiltrate 
surrounded the the 
follicle varying from infiltrate and edema of epi 


same 


middle Occasionally, 


hair 


thelial cells to a complete destruction of the hair 


follicle. 

Case 12 (Fig. 1).—A 22-year-old Negro woman, 
two months before she visited our department, 
noticed a sudden rash on the left shoulder, from 
which three distinctive streaks originated, one 


heading toward the apex of the scapula; a second, 
downward along the extensor surface of the arm 
to the third one which, 
by passing along the anterior axillary fold, 
the The complete development 


forearm, and, finally, a 


Was 


reaching breast 


107/317 


: 
ne 
# 
as 


Fig. 1—Perivascular infiltrate in papillary, 
subpapillary, and mid dermis. Slight changes 
in the epidermis 


Hematoxylin and eosin; 


was reached in a period of two weeks, and an 
occasional mild pruritus occurred, 

The streak was formed by single papules and 
The papules were tiny and rather depig- 


mented compared to the surrounding skin; they 


plaques. 


were somewhat suggestive of those that we find in 
lichen The different 
Some formed, apparently, by coalescence 


nitidus. plaques were of 
shades. 
of the previously described papules; others were 
somewhat suggestive of neurodermatitis, and_ still 
others were rather reddish violaceous, with a 
lichen 
planus. The linear distribution was not continuous, 


and it 


glistening surface, and more suggestive of 


from a few millimeters to 
The present 
after three months, during which time no treat- 
ment was administered. During the fourth month, 


the lesion gradually began to fade, and in a period 


varied in width 


several centimeters. lesion was. still 


of two weeks the skin became completely clear. 

Two biopsies were performed, one from an older 
plaque suggestive of lichen planus and the second 
from a younger lesion. The first biopsy specimen 
presented an epidermis which was normal, atrophic, 
and acanthotic in spots. The dermal infiltrate af- 
fected some papillae more than others. The area 
of acanthosis also showed an increased thickness 
of the granular layer, with some lymphocytic in- 
filtrate and destruction of the basal layer. The 
perivascular infiltrate extended downward to the 
deep corium. 

The second biopsy specimen showed a_ peri- 
vascular mononuclear infiltrate, mainly localized in 
the superficial dermis. The epidermis was of nor- 
mal thickness and showed some intercellular and 


intracellular edema. Few lymphocytes were pres- 
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ent, and occasional dyskeratotic cells and grains 
were found in the granular and horny layer. The 
granular layer was normal throughout the section. 


Comment 


A comparison between my new (Table 3) 
cases and those collected in the literature 
(Table 1) has limited value, for in many 
of the cases so far described the diagnosis 
was based on purely clinical findings with- 
out a pathologic evaluation. 

‘rom the examination, history, clinical 
deseription, and pathologic findings of 15 
cases, 10 were found to be female and 5 to 
be male; 8 were over 15 years of age, while 
7 were under 15 years of age. The sex dis- 
tribution corresponds to the findings of 
other authors (Table 1), where out of 26 
patients 18 were female and 6 were male 
(in 2 cases sex was not mentioned). How- 
ever, the findings regarding the age show 
a marked discrepancy ; the rate among adults 
and children in my count is almost equal, 
whereas in the review of other cases we 
found a rather striking increase of lichen 
striatus during childhood. 

Lichen striatus involves mostly the upper 
and lower extremities, with a preference for 


the former (2:1). It is always unilateral, 
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and, when affecting a limb, it may also 
spread to the chest or abdomen, At the same 
time, lichen striatus may have its origin on 
the chest or abdomen and from there may 
spread to other parts of the body. It is 
generally asymptomatic, but it may occa- 
sionally be associated with every degree of 
pruritus, 

The onset is generally sudden, and_ it 
reaches its full development in a period of 
time that may vary from a few days to 
several weeks. The eruption frequently be- 
gins as a plaque or group of irregularly 
scattered papules, eventually reaching a 
linear pattern, remain 
without a linear pattern for several weeks. 


However, it may 
It is possible that, if the trigger mechanism 


discontinues its action, we may find an 


atypical eruption of lichen’ striatus sine 
striatione. 

The clinical picture does not appear to us 
to be as clearly distinct as when described 
by other authors.'? If the diagnosis could 
be made solely on the history and the clinical 
evaluation and with the aid of other im. 
portant findings one could discriminate bet- 
ter between lichen striatus and other linear 
dermatoses ; however, this alone is certainly 
not sufficient. If we consider only Cases 1, 
5, and 12, described in detail, we have three 
distinet clinical pictures. In Case 1, had the 
lesion not been linear in shape and asympto 
matic it could easily have been mistaken for 
lichen simplex chronicus. Only two months 
later, during the involuting phase, the lesion 
consisted of scattered single reddish papules. 
Case 5 was verrucous in character, and it 
was clinically diagnosed as nevus unius 
lateris. Case 12, by contrast, was a collec- 
tion of single hypopigmented papules, al- 
most suggestive of lichen nitidus; patches 
formed by coalescence of such papules ; 
violaceous plaques more suggestive of lichen 
planus, and, finally, grayish patches sug- 
gesting lichen simplex chronicus. On the 
basis of common histologic findings, it was 
felt that all these different 
stages of evolution of the same condition. 


lesions were 


Thus, clinical observation is not, in itself, 


Staricco 


sufficient to arrive at a diagnosis of lichen 
striatus. 

Lichen striatus is unilateral and presents 
itself as an irregular streak of variable 
length and width, either continuous or in- 
terrupted, often dividing and again coalese- 
ing. The primary lesion is a papule that 
may be of different size, shape, and color. 
It may be isolated but more often coalesces 
to form plaques. The papules are generally 
slightly raised, flat, and angular; at times 
reddish and purple, and at other times some 
what shiny and covered by grayish. scale. 
Generally, in the skin of a Negro the erup- 
tion appears hypopigmented in comparison 
to surrounding skin. Occasionally, small and 
tiny papules can be found, and infrequently 
an occasional vesicle is present. On one oc 
casion, as in a similar case deseribed by 
Johnson,** the eruption appeared to be 
formed by hyperkeratotic coalescing papules, 
suggesting, in its linear pattern, the nevus 
unius lateris. 

The pathologic changes in lichen striatus 
seem to consist primarily perivascular 
lymphocytic and histiocytic infiltrate 
1, 2, and 3), which may be present at any 
level in the corium and which when located 
around — the 
glands may produce secondary changes lead 


hair follicles and sebaceous 
ing to atrophy of these organs (ligs. 4 and 
5). The infiltrate presents always the char 
acteristic perivascular pattern already de 
Pinkus.* ‘The 
changes are secondary to the perivascular 
dermal infiltrate, and they are found mostly 
when the infiltrate is present in the papilla 
or in the superficial subpapillary layer. See 


scribed by F. epidermal 


tions may be found where, besides the peri 
vascular dermal changes, there is not any 
evidence of epidermal damage, while in other 
sections the epidermis may be found to be 
damaged in irregular areas alternating with 
normal epidermis, slight acanthosis, and 
atrophy. 

The epidermal changes consist of variable 
stages of intercellular and intracellular 
edema, rarely resulting in early vesiculation. 
The basal cells are disrupted when closely 


related to the infiltrate and a scattered and 
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infiltrate has 


Diffuse hyperkeratosis 


variable lymphocytic 
trated from below. 


pene- 


is present, and in a great number of sections 
there The 
granular layer is generally normal or thin- 
clini- 


is also a spotty parakeratosis. 


ner, but on rare violaceous plaques, 
cally suggesting lichen planus, it has been 
found to be thicker. It is worth noting that 
in this same lichen planus-like lesion noth- 
ing else except the hypergranulosis and 
acanthosis suggested the diagnosis of lichen 
planus histologically, 

An important fact which was emphasized 
in the early deseription of lichen striatus 
by Felix Pinkus * and later on by Hermann 


Pinkus * is the presence of Darier cells and 


grains in lichen striatus. In a careful ex- 


amination of the slides of these 15 new cases 


hig. 3.—Subpapillary perivas- 
cular infiltrate. Slight epider- 
mal acanthosis. 


90. 


Hematoxylin 
and eosin; 
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Fig. 2.—Normal epidermis and _ peri- 
vascular infiltrate in the subpapillary layer 


— middermis. Hematoxylin and eosin; 


| found such dyskeratotic cells to be pres- 
ent almost in half (7) of the cases. They 
are found, however, in a small number, scat- 
tered mostly in the granular and horny layer 
(Vig. 8). Occasionally, some may be found 
in the prickle-cell layer. They never assume 
the proportions we see in Darier’s keratosis 
follicularis. In Negro patients hypopig- 
mentation was found to be due to loss of 
melanin from disruption of the basal layer. 
The pigment was picked up by melanophores 
and carried down into the corium. 

In the differential diagnosis lichen planus, 
linear psoriasis, and nevus unius lateris have 
been mentioned, Linear neurodermatitis also 
should be considered. 
like the one presented at the last 
Stockholm,*? 


Cases, 


International Congress in 


* 
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Fig. 4.—Destruction of the epidermis to the 
right; acanthosis to the left. The infiltrate is also 
present around the sebaceous glands with initial 
destruction (41). Hematoxylin and eosin; X 90. 


which was intensely pruritic, had been pres- 
ent for 30 years, and was _ histologically 
described as chronic neurodermatitis, proba- 
bly are a linear form of lichen simplex 
chronicus, and although some clinical simi- 
larity exists with lichen striatus, they should 


not be confused with it. Recently, the case 


of a child with typical infantile eczema was 


Fig. 6. 
trate disrupting the basal laver. Subpapillary 
perivascular infiltrate. 
stain; 90. 


Acanthosis and spongiosis; intil- 


Orcein and Giemsa 


Staricco 


Fig. 5.—The subpapillary and papillary infiltrate 
is producing atrophy of the epidermis. The peri 
vascular infiltrate has infiltrated and disrupted the 
hair follicle with gradual disappearance of the 
sebaceous gland (1). Hematoxylin and 
« 90. 


eosin; 


observed who had developed a linear erup- 
forearm 
that histologically was typical of neuro- 


tion on the flexor surface of the 


dermatitis and had none of the character- 
istics Of lichen striatus. 

The points of differentiation from lichen 
planus are many, but where some similari- 
ties may exist (hypergranulosis, acanthosis ) 
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Heavy infiltrate in the papillary dermis 
with complete absence of elastic fibers, atrophy of 
the epidermis and parakeratotic scale. (From same 
case as Fig. 6.) Orcein and Giemsa stain; 90. 


Clinical picture 
Table 3. 


Fig. 9. 
of Case 12, 


a good differential point is that in lichen 
striatus the perivascular infiltrate affects 
(in contrast to lichen planus) some papillae 
and the overlying epidermis more than oth- 
ers in the same papule. 

Psoriasis, although occasionally confusing 
clinically, presents a clear-cut typical his- 
tologic picture under the microscope. 

Nevus unius lateris appears in childhood 
and exceptionally in early adult life. Oc- 
casionally, ( Meirowsky )** it may disappear 
spontaneously, Histologically it presents a 
completely different picture from lichen 
striatus. There is hyperkeratosis of the 
epidermis, or of the opening of the hair 
follicles, with a variable degree of acantho- 


Details of 
dys- 
Hema- 


8. 
parakeratosis and 
keratotic — cells. 


toxvlin and eosin: 


1,100. 


| 
i 
mn 


LICHEN STRIATUS 


sis and papillomatosis. At times, it may also 
resemble verruca plana, with a basket-weave 
appearance of the keratin layer and vacuola- 
tion of the cells of the granular layer. 

The histologic picture of lichen striatus, 
although typical of this condition in differ- 
ential diagnosis from other linear derma- 
toses, has a relative value when compared 
to the broad field of other dermatoses. Cer- 
tain cases of parapsoriasis in plaques and 
possibly certain cases of toxic dermatitis 
with prominent involvement of the blood 
vessels can give a similar histologic picture, 
but it is obvious that the clinical picture 
would be completely different. 

Lichen striatus is a self-involuting condi- 
tion. In all my cases, it was not. specifi- 
cally affected by any form of treatment, 
including x-ray, and if improvement oc- 
curred, | felt that it was purely coincidental. 


Conclusion 


Lichen striatus is a polymorphic papular 
linear eruption, characterized by a_ rather 
rapid onset, lack of symptoms, and unilateral 
distribution. It 
course, varying from a few weeks to one 


has a_ rather prolonged 
year, and is not responsive to treatment. 
The papules may be flattened, glistening, 
red, or 


and angular and either brown, 


violaceous. They may be single or may 
coalesce to form plaques of different. sizes. 
Recovery takes place without leaving any 
abnormality of the skin. The main patho- 
logic changes consist of an infiltrate mainly 
centered around the subpapillary vessels and 
usually extending farther down, so that the 
vascular tree appears outlined by the in- 
filtrate. The infiltrate is mostly composed 
of lymphocytes and histiocytes. Plasma cells 
are absent or rare. The epidermal changes 
appear to be secondary. In contrast to ec- 
zematous dermatitis, there is usually no 
acanthosis ; there even may be atrophy, even 
though the epidermis is invaded by wander- 
ing cells which disrupt the basal layer and 
cause intercellular edema and even small 
vesicular spaces. Some parakeratosis is us- 
ually present. One feature which is often 


Startcco 


present in greater or less degree is indi- 
vidually keratinized cells, which never as- 
the Darier’s 
disease. 

Dr. Hermann Pinkus, Chairman of the Depart- 
ment of Dermatology, Wayne State University, 
and the following doctors collected and followed 
these cases: Dr. T. D. Arlook, Elkhart, Ind.; Dr. 
Lee Carrick, Detroit; Dr. Chester Farmer, Laurel, 
Miss.; Dr. Merle A. Haanes, Pontiac, Mich.; Dr 
Frank Rocky Mount, N. C.; Dr. R. 
Laubenheimer, Milwaukee; Dr. Irving D. London, 
Montgomery, Ala.; Dr. T. H. Miller, Detroit; 
Dr. Betty B. Owens, Middletown, Ohio; Dr. A. E. 
Palmer, Detroit, and Dr. C. 


sume proportions seen in 


Horne, 


Reyner, Detroit. 


Wayne State University College of Medicine, 


1401 Rivard St. (7). 
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Bacterid 


Report of a Case 


According to the concept of bacterids, 
foci of infection in the teeth, 
sinuses, Or some other portion of the body 


tonsils, 


discharge toxins or bacterial products into 
the circulation, producing culturally sterile 
pustules or vesicopustules on the hands and 
feet. The lesions usually appear first on the 
midportions of the palms and soles, from 
which they spread to cover all of the volar 
surfaces and often the lateral aspects of the 
hands and feet. Advanced 
laterally symmetrical and entirely pustular, 
with distinctive histologic findings. I-xacer 
bations and remissions are frequent, but 
local therapy affords no relief. Eradication 
of the foci of infection, however, will effect 
a prompt cure. The patients are generally 
middle-aged adults, and the disease is com- 
moner in women than in men. 


cases are bi 


All dermatologists do not accept this the 
ory. It seems desirable, therefore, to record 
well-studied cases whose manifestations 
support this concept and at the same time 
exhibit features that differ from the usual 


findings. 


Report of Case 


An 18-year-old male Negro high school athlete 
came to the Skin Clinic of the Reading Hospital 
on Nov. 29, 1957, complaining of a rash on his 
hands that interfered with his playing basketball. 
He stated that a similar eruption had occurred 
on his hands and feet every winter for the past 
seven years, the rash appearing in September and 
fading away in June. At times during the winter 
the eruption would improve considerably. Various 


local remedies had failed to influence its course. 


Submitted for publication July 30, 1958. 
From the Department of 


Reading Hospital. 


Prophylactic Management of Recurrent Seasonal 


THOMAS BUTTERWORTH, M.D., and JOHN E. GERMAN, M.D., Reading, Pa. 


Dermatology, the 


shotty papules on backs of the 
Note spindling of the digits. 


Fig. 1.—Firm 
hands and fingers 


Ilis family and social history yielded no clue as 


to the cause of his complaint. In his personal 


history, a valuable lead was discovered in that 
every winter since early childhood he had had 
frequent sore throats and attacks of naso 


pharyngitis. 

Upon examination, about 50 firm shotty hyper 
pigmented or depigmented papules were noted on 
the backs of his hands, wrists, and fingers (Fig. 1) 
Half that number of similar lesions were present 
on the dorsal surfaces of the feet. The palms and 


the volar and lateral aspects of the fingers ex 


hibited 20 deep-seated vesicles and pustules (Fig 
2), but only a solitary pustule was found on the 


Fig. 2—Deep-seated pustules and vesicopustules 
on the palms and fingers. 
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left great toe. A laceration, due to a recent injury, 
was present on the back of the left hand. Some of 
the lesions were tender, especially when he would 
grasp an object, such as a basketball. 

His fingers, particularly the third and fourth, 
were spindle-shaped, owing to swelling of the prox- 
imal interphalangeal joints. This feature caused 
him no trouble, and he had never been aware that 
the digits differed from the normal in shape. 
50-60 
for 


and 
Routine serologic studies 


The urinalysis showed 1+- albumin 


white blood cells. 
syphilis and a complete blood cell count were 
The seasonal occurrence of the eruption 
suggested a search for cryoglobulins, but none was 
found. The total proteins were 8.4 gm.; albumin, 
4.8 gm., and globulin, 3.6 gm. per 100 cc. of serum, 
with an A/G 


pyogenes var. albus, coagulase-negative, was found 


normal. 


ratio of Staphylococcus 
in some cultures of the pustules on the fingers, 
but repeated examinations for fungi were unpro- 
ductive. 

A search for foci of infection was instituted. 
Dental x-rays revealed abscesses at the apices of 
cultural studies of the throat 
showed B-hemolytic streptococci. Following this 


lead, appropriate tests revealed an antistreptolysin 


three teeth, and 


titer of 2,500 Todd units and a Westergren sedi- 
mentation rate of 26 mm. (normal 0-15 mm.). The 
test for C-reactive protein was negative. 

Because of the arthritic changes in the fingers, 
which x-rays established as due to soft tissue swell- 
ings, we were concerned with possible cardiac in- 
volvement. A cardiologist upon examination of the 
heart, however, reported normal findings, which 
were confirmed by negative x-ray studies of the 
chest and an electrocardiograph. 

A discrete recent pustule was removed from the 
the left fifth finger for 
The pathologic picture 
was found to be in essential agreement with that 


anteromesial aspect of 


histologic examination. 
reported by Andrews’? and others as occurring in 
The striking feature was a 
unilocular intraepidermal pustule. There was slight 


pustular bacterid. 


acanthosis, but the roof of the lesion revealed a 
A moderate in- 
filtrate of lymphocytes, histiocytes, and scattered 


normal granular and horny layer. 


neutrophils was situated in the underlying corium, 
but only a few polymorphonuclear cells were pres- 
ent in the epidermis surrounding the pustule. The 
latter contained a net of fibrin, a few polymor- 
phonuclear cells, and epithelial debris. 

The tentative diagnoses of recurrent seasonal 
bacterid and rheumatoid arthritis having been made, 
The 
infected 


treatment was initiated on an outpatient basis. 
dental department began to extract the 
teeth. the several tooth 
showed an a-hemolytic Streptococcus. During this 


Cultures from sockets 


time, he received 600,000 units of benzathine peni- 
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cillin G intragluteally twice a week, the B-hemolytic 
Streptococcus recovered from the throat having 
been found to be sensitive to that antibiotic. In 
spite of this therapy, he experienced a mild 
exacerbation of his eruption after each extraction. 
Since the over-all process was gradually becom- 
ing worse, he was admitted to the hospital on Jan. 
3, 1958. 

Upon admission, nothing remarkable was found 
in his general physical examination except enlarged 
tonsils with slight regional adenopathy. An oto- 
laryngologist succeeded in expressing pus contain- 
ing B-hemolytic streptococci from the left tonsil and 
recommended tonsillectomy. The patient was given 
400,000 units of repository penicillin procaine intra- 
gluteally every Within a few days, 
B-hemolytic streptococci could no longer be re 
covered from his throat; the antistreptolysin titer 
had fallen to 1,250 Todd units, and the lesions on his 
hands showed marked improvement. 


12 hours. 


The patient’s tonsils were removed on Jan. 11, 
1958, under local anesthesia. Repository penicillin 
procaine, 400,000 units twice a day intragluteally, 
was continued postoperatively. The bacterid showed 
progressive improvement, and upon his discharge, 
on Jan, 18, 1958 pigmented and apigmented macules 
only remained on his hands, together with a few 
dark brown remnants of the previous lesions on the 
feet. The swellings of the interphalangeal joints 
had likewise all but disappeared. 

The lad returned to the outpatient department 
one month later as a thoroughly dissatisfied patient. 
He had begun to develop new lesions on his hands 
and feet immediately upon his discharge from the 
hospital, and their numbers had increased until 
the clinical picture was about that of the previous 
November. The the fingers had 
recurred also, although this manifestation caused 
him no concern. 


swelling of 


studies were 
The results were essentially those of 
previous 


Earlier and clinical 
repeated. 


our 


laboratory 


findings, including a 
Streptococcus in his throat. 
examination and culture of 
informative. 


B-hemolytic 
In addition, a urologic 
the urine were non- 

Repository penicillin procaine, 600,000 units, was 
then administered intragluteally on 10° successive 
days. After this course of therapy, 
B-hemolytic streptococci had disappeared from his 
throat and there was marked clinical improvement. 
At that time, prophylactic therapy was considered 
advisable. Accordingly, penicillin G, 
1,200,000 units, administered intragluteally 
every two weeks, and on the same occasion, a 
culture of his throat was taken. Under this regimen, 
his throat remained free of B-hemolytic strepto- 
cocci and the skin approached normal. 
occasional small 


intensive 


benzathine 
was 


Only an 
vesicopustule would 
appear on his fingers from time to time, but the 


short-lived 
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feet remained clear. Upon his graduation from 
high school, at the end of May, he joined the armed 
forces. 


Comment 


This patient was unusually young for 
pustular bacterid, and involvement of the 
dorsal surfaces of the hands and feet was 
an atypical manifestation. His race, the 
histologic picture, the absence of psoriatic 
lesions elsewhere, and the response to peni- 
cillin were against the possibility of pustular 
psoriasis. There are few who would ques- 
tion the removal of his three 
teeth, but there are possibly some who may 
doubt the wisdom of his tonsillectomy, in- 
sofar as it failed to relieve his manifesta 
It must be recalled, however, that 


abscessed 


tions. 
prior to tonsi!!ectomy benzathine penicillin 
G, 600,000 units administered intramuscu- 
larly twice a week, failed to eradicate 
B-hemolytic streptococci 
whereas postoperatively benzathine penicil- 
lin G, 1,200,000 units given intragluteally 


every two weeks, was sufficient to eliminate 


from his_ throat, 


that organism from cultures of his throat. 

Prophylactic therapy to control streptocoe 
cal infections has been found effective in 
preventing recurrences of rheumatic fever. 
Wood et al.2 compared the effectiveness of 
1,200,000 units of benzathine penicillin G 
intramuscularly every four weeks, 1 gm. of 
sulfadiazine by mouth daily, and 200,000 
units of oral penicillin daily in children who 
had had that disease. The streptococeal in 
fection rate per patient year was least for 
the group receiving penicillin injections. 
lor this reason, injections of benzathine 
penicillin G were chosen for our patient, 
although similarly favorable results may 
have been obtained by oral sulfadiazine. 
Prophylactic therapy with either of these 


Butterworth—German 


agents may be the solution to those cases 
of pustular bacterid in whom removal of 
obvious has failed to eliminate the 
chronic infection. 

As in the prevention of rheumatic fever, 
the question arises as to how long prophy- 
lactic therapy will be necessary in the fu- 


foci 


ture to prevent a recurrence of the pustular 
bacterid in this boy. We feel that frequent 
observations of his skin and cultures of his 
throat, beginning early next fall, will deter- 
mine the answer to his problem. 


Summary 

A case of recurrent seasonal morpholog 
ically atypical pustular bacterid associated 
with rheumatoid arthritis is reported in an 
18-year-old Negro high school athlete. The 
process appeared to have been caused by a 
chronic B-hemolytic streptococcic infection 
of the throat. Tonsillectomy failed to. re- 
lieve his manifestations, although the disease 
Was more responsive to penicillin postopera 
tively. Long-acting penicillin administered 
prophylactically every two weeks eliminated 
pathogenic streptococe: from his throat and 
reduced his cutaneous manifestations to an 


oceasional small short-lived) vesicopustule. 


411 Walnut St. 
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Seasonal Ragweed Dermatitis 


Association of Immediate and Delayed Types of Pollen Sensitivity 


SHELDON G. COHEN, M.D., Wilkes-Barre, Pa. 


Introduction 


I‘vidence for the etiologic role of ragweed 
pollen in the production of seasonal der- 
matitis has been well documented.'*  Al- 
though possessing the common denominator 
of hypersensitivity, there are two distinct 
morphologic types of ragweed dermatitis, 
upon a different immu- 
One is typical atopic 


each dependent 
nologic mechanism. 
with an immediate 


dermatitis associated 


whealing response to the 


fraction, 


intracutaneous 
water-soluble — pollen mediated 
through circulating serum reaginic antibody 
to ragweed, Here, the challenging exposure 
grains occurs 
through the The 
variety is allergic eczematous dermatitis of 
the contact type, mediated through a tissue- 
sensitizing factor and demonstrated by the 


to wind-dispersed pollen 


inhalant second 


route. 


delayed epidermal response to patch testing 
with the ether-acetone-solubie pollen’ frac- 
tion, “ragweed oil.” This is further charac- 
terized by an inability to detect circulating 
serum antibody in the patient whose ex- 
posure to the oil-containing ragweed pollen, 
leaf, or stem is by direct cutaneous contact. 

Recent experience has demonstrated the 
coexistence of both atopic and contact fac- 
tors in two ragweed-sensitive patients with 
seasonally aggravated dermatitis, A search 
of the literature pertaining to pollen’ sen- 
sitivity failed to reveal 


previously reported instances of these com- 


and dermatitis 


bined clinical entities. It was therefore felt 
noteworthy to report the clinical features of 
these two unusual patients as well as to 
record experimental findings that might con- 
Submitted for publication July 17, 1958. 
From the Department of Biology, Wilkes Col- 


lege; Associate Professor of Biological Research. 
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tribute to an understanding of some aspects 
of the basic immunologic phenomena in- 
volved. 


Report of Cases 


Case 1.—A 46-year-old white, male, agricultural 
worker, residing in Pennsylvania, was first seen in 
October, 1954, after an acute flare-up of recurrent 
rhinitis, asthma. Since 
1940, he had been subject to recurrent symptoms 
itching, sneezing, serous 
nasal discharge, coughing, wheezing, dyspnea, and 
a localized dermatitis of the eyelids, face, neck, 
and flexor surfaces of the elbows and knees. For 


seasonal dermatitis, and 


of lacrimation, ocular 


the first two years these symptoms were present 
only during the months of August and September, 
but gradually nasal and chest symptoms began to 
appear earlier (May-June) and persist for longer 
periods of time (until January). Progression con- 
tinued until his symptomatology at the time of this 
first examination consisted of mild recurrent peren- 
nial nasal and asthmatic symptoms, with an occa- 
sional flare-up of the dermatitis during the winter 
months, a slight increase of these symptoms during 
the early summer months, and severe exacerbations 
Known 
factors included exposure to flowering vegetation, 


in August and September. aggravating 
house dust, wool, and soap powders and eating 
grapefruit, pineapple, 
There were no other systemic symptoms 


oranges, cucumbers, and 
melons. 
or associated allergic manifestations. 

Physical examination revealed a well-developed, 
well-nourished 46-year-old white man whose only 
positive physical findings were limited to the nose 
The 
edematous; the turbinates, boggy, and the nasal 


and skin. nasal mucosa was pale and 


secretion, serous. The neck, face, and flexor sur- 
faces of the elbows and knees were involved with 
a dermatitis papule 
formation, and lichenification, and the skin gen- 


characterized by erythema, 
erally exhibited white type dermatographism. The 


remainder of the were within normal 


limits. 


findings 


Laboratory Studies.—The nasal smear was pre- 
dominately eosinophilic. Blood cell counts were 
within normal limits, with 5% eosinophilia on dif- 
ferential smear. Urinalysis was negative. 


| 
| 


SEASONAL RAGWEED DERMATITIS 


Skin Tests—On_ intracutaneous testing there 
were marked positive whealing responses noted to 
house dust, feathers, Alternaria mold, and rag- 
weed pollen. Moderate responses were noted to 
silk, tobacco, wool, grass (timothy, orchard, blue) 
pollens, and a few food extracts, including coffee, 
corn, onions, oranges, peanuts, pork, and rye. 

Clinical Course—In addition to topical derma- 
tologic preparations and orally administered anti- 
histaminic drugs, allergic management was 
instituted immediately. This included procedures for 
the avoidance of suspected inhalant allergens, trial 
elimination diets, and hyposensitization injections to 
house-dust, grass, and ragweed-pollen extracts. The 
patient rapidly improved, and within a few months 
active cutaneous lesions regressed and nasal symp- 
toms were only minimal. He remained asympto- 
matic until the following August, when there was 
a mild increase in nasal symptoms, with a_re- 
appearance of active dermatitis on the neck, face, 
forearms, and lower legs. Because of the promi- 
nent localization of the erythematous, papular, 
lichenified lesions on the exposed portions of the 
body the possibility of a contact factor was sus- 
pected. Among the patch tests performed ragweed- 
pollen oil was included, and this resulted in a 3+ 
reaction within 24 hours. The following winter, 
injections of ragweed-pollen oil were included in 
the above described regimen. On this therapy 
marked and progressive improvement was noted. 
During the past two summers, there were only 
very minimal seasonal nasal symptoms. Following 
the addition of ragweed-pollen oil with the saline- 
ragweed-pollen extract to his hyposensitization 
program he was free of symptoms of dermatitis 
of both atopic and contact distributions during the 
months of August and September. 

Case 2.—A 26-year-old white, male, train brake- 
man, residing in Pennsylvania, was first seen in 
October, 1956, after a seasonal flare-up of recurrent 
dermatitis that had been present since childhood. 
Until the age of 18 he had been subject to a mild 
recurrent dermatitis with limited localization to the 
flexor surfaces of the elbows. The eruption was 
perennial in occurrence but generally more promi- 
nent during the late summer months. In 1948, at 
the age of 18 and after he entered the Navy, the 
eruption spread to involve the face and neck. He 
was then granted a medical discharge when a posi- 
tive patch-test reaction was elicited upon applica 
tion of a sample piece of his blue woolen uniform. 
Within three to four months after his” return 
home the dermatitis regressed and again remained 
localized to the antecubital areas. Two years later 
he entered the Army, and, while in service in Ken- 
tucky, during September, he experienced another 
severe flare-up of the dermatitis with a generalized 
distribution. He was subsequently granted a medi 

cal discharge and returned to his home in Pennsyl- 


Cohen 


vania in 1951. Since that time his symptoms of 
dermatitis essentially followed the same recurrent 
pattern. During the winter months he experienced 
an almost constant pruritic, erythematous, and 
lichenified eruption of the forearms and antecubital 
fossae, with marked generalized “skin dryness and 
scaling.” Toward the end of each August and 
lasting until the late fall months he would note 
severe acute exacerbations of a superimposed active 
eruption involving the ankles, lower legs, wrists, 
hands, face, eyelids, ears, and neck, with sparing 
of the trunk. He was unable to relate precipitation 
or aggravation of dermatologic symptoms to ex- 
posure to any known inhalants, foods, or con- 
tactants. He stated that two years previously he 
received skin tests and was found to have positive 
reactions to “house dust, animal hairs, pollens, and 
a few foods.” He then received “dust injections” 
for the next two years, without any apparent bene 
ficial effect on symptoms related to the seasonal 
dermatitis. There were no associated symptoms 
of seasonal or perennial rhinitis, asthma, urticaria, 
or food intolerances. In 1951, he experienced a 
dermatitis after the administration of penicillin, 
but there was no other known history of drug re 
actions. The systemic review was otherwise nega 
tive. The family history was positive for allergy 
in that his mother had allergic asthma and a 
brother had eczema. 

The only positive physical findings were related 
to the skin, which exhibited a diffuse dermatitis 
involving the face, neck, hands, lower legs, fore 
arms, and flexor aspects of the elbows. This was 
characterized by erythema, lichenification, excoria 
tions, and some exfoliation. There was an asso- 
ciated generalized white type dermatographism. The 
remainder of the complete physical examination 
findings were within normal limits. 

Routine laboratory studies, including complete 
blood cell count, sedimentation rate, and urinalysis, 
were within normal limits. 

Skin) Tests —On intracutaneous testing there 
were moderate-to-marked positive immediate wheal 
type reactions noted to dog hair, house dust, 
feathers, horse hair, rabbit hair, wool, chocolate, 
chicken, lamb, oats, egg, pork, rice, spinach, yeast, 
and ragweed-pollen extract. On patch-testing there 
were moderate 3+ delayed type reactions noted to 
the application of nickel sulfate, ammoniated mer 
cury, and the acetone-soluble fraction of ragweed 
pollen (ragweed oil) 


Experimental 


Immunizations.—Series of adult male 
rabbits were each immunized with one of 
the ragweed antigens described below and 


prepared from the pollen of short ragweed, 


Ambrosia elatior. 
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(1) Pollen Extract: A conventional type 
aqueous extract was prepared from ether- 
treated ragweed-pollen grains. Accepted 
methods of extraction were employed with 
use of an alkaline saline fluid (Coca) and 
glycerin. This preparation was typical of 
those used in the hyposensitization of rag- 
for 


weed-sensitive patients treatment of 


rhinitis and asthma. Each animal received 
a total dosage of 15 mg. of protein nitrogen 
through a series of 12 alternating intra- 
venous and subcutaneous injections ad- 
ministered in equally divided doses over a 
21-day period. Antiserum prepared 
from blood drawn by cardiac puncture seven 
days after the last injection. 

(2) Pollen Oil: After pollen was de- 
fatted with ether, the ether-soluble portion 
was filtered off and the ether allowed to 
evaporate and the residual pollen oil was 
liquid ( Albolene ). 
Kach rabbit received a quantity of pollen 


added to petrolatum 
oil recovered from 15 grams of whole pollen 
grains and brought up to a total volume of 
16 ml. with liquid petrolatum. This was 
administered through a series of four alter- 
nating intraperitoneal and subcutaneous in- 
jections of 1 ml. each per week over a total 
period of four weeks, Antiserum was pre- 
pared from the blood drawn by cardiac 
puncture seven days after the last injection. 
The development of cutaneous sensitivity 
to pollen oil was determined by the appear- 
ance of a localized area of cutaneous ery- 
thema 24-48 hours after the application of 
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the pollen oil in acetone to a shaved area on 
the back or flank. Such criterion was noted 
in only one of four treated albino rabbits 
of the New Zealand strain at the end of the 
four-week experimental period. 

(3) Whole Pollen Grains: A suspension 
of untreated whole pollen grains (in an 
amount calculated to contain 15 mg. of pro- 
tein nitrogen) in aluminum hydroxide 
cream was administered to each animal by 
intramuscular injection at multiple sites on 
the same day. Antiserum was prepared 
from the blood drawn by cardiac puncture 
21 days later. 

Precipitin Tests.—In_ vitro” test pro- 
cedures with soluble ragweed antigens and 
rabbit antisera to ragweed for determination 
of precipitin reactions were carried out in 
agar-filled Petri dishes according to the dou- 
ble-diffusion technique described by Ouch- 
terlony.” In the 
antigen and the antiserum are instilled in 
oppositely placed wells within the agar. 


this procedure soluble 


Both the antigens and antibodies diffuse 
through the gel from opposite directions, 
and when they meet in suitable proportions 
a visible band of precipitate forms for each 
specific antigen-antibody system. This al- 
lows for the resolution of each antigenic 
preparation into individual antigenic com- 
ponents and each antiserum into its con- 
stituent antibodies. 


The results of these tests are summarized 


Table. 


in the 


Diagrammatic reproduction of precipi- 
tin reactions occurring in agar-gel 
plate by the double-diffusion technique 
of Ouchterlony, by use of the following 
tests: A, a saline-pollen extract and two 
rabbit antiserums, (1) to the ether- 
soluble fraction of ragweed-pollen grains 
(“pollen oil”) and (2) to a saline-pollen 
extract. B, the aqueous fraction of a 
water-treated ragweed oil-in-water sus- 
pension and two rabbit antiserums, (1) 
to the ether-soluble fraction of ragweed- 
pollen grains (“pollen oil’) and (2) to 
raw intact pollen grains. The coalescence 
of lines of precipitate (reactions of iden- 
tity) indicates the presence of common 
components. 
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| oil 


Aqueous fraction of water-treated } 1 Antiserum to intact ragweed 2 


ragweed-pollen oil (oil-in-water pollen grain 


suspension) 2 Antiserum to ragweed pollen 2 


oil 


Comment.—These results indicate (1) 
that at least one antigenic component com 
mon to both the water-soluble and ether- 
soluble (oil) fractions of ragweed pollen is 
present and (2) that two water-soluble anti- 
genic components of the raw ragweed-pollen 
grain may be carried over into ragweed 
“oil” during the process of ether fractiona 


tion, 
Comment 


Both of the patients whose case histories 
are reported here presented sufficient evi 
dence to fulfill the criteria required for 
establishing the diagnoses of both atopic 
dermatitis and contact dermatitis, with rag- 
weed pollen implicated as the causative al- 
lergen in each instance, The association of 
morphologically distinct types of sensitiza 
tion dermatitis, existing in the same person, 
is not an unusual clinical observation. ‘This 
may be due to independent etiologies, such 
as that of the delayed-contact sensitivity 
reaction to nickel often seen in the allergic 
person with atopic dermatitis ® associated 
with immediate wheal type reactions of 
reaginic sensitivity to a variety of food and 
inhalant allergens, or, on the other hand, 
only one allergenic agent, such as para 
phenylenediamine, may be the responsible 
etiologic factor for each, with the resultant 
type of dermatitis dependent upon the route 
of clinical exposure? 

The ragweed-pollen grain is a complex 
antigen. Its essential components are an 
inner core, containing the water-soluble 
responsible for the 


protein fractions 


syndromes of seasonal rhinitis-asthma- 


Cohen 


Results « 


of Tests 


Antigen Reaction Antisera 


Antiserum to ragweed extract 
Ragweed saline extract 4 3 Antiserum to ragweed pollen 1 


Individual 
Bands of 


Precipitate, No. Reactions of Identity 


One band in Reaction 1 coalesced 
with band in Reaction 2 (Fig. A) 


Both bands of precipitate in Reac- 
tions 1 & 2 demonstrated coales 
cence (Fig. B) 


, 


eczema with exposure through the inhalant 
route, and an outer portion, containing the 
oil-soluble constituent responsible for the 
production of dermatitis in specifically 
sensitized persons on direct external con 
tact. These components are apparently 
unrelated, and each is considered to possess 
distinct biochemical and immunologic iden 
tity. Questions regarding pollen sensitiza 
tion in the two patients reported here are 
then concerned with the underlying im 
munologic mechanisms. It is possible that 
these clinical manifestations of both the 
immediate reaginic and the delayed types of 
hypersensitivity reactions were somehow 
related. On the other hand, they may have 
been etiologically distinet and occurred in 
the same allergic patient only by chance, 

In the case of certain foods, drugs ot 
plant origin, animal products, metal salts, 
and organic compounds, Mayer * has noted 
that the same agent is capable of producing 
allergy of the urticaria-asthma-dermatitis 
group with humoral antibodies when intro 
duced into the body by inhalation, injection, 
or ingestion or of the contact type dermati 
tis with sessile antibodies following direct 
skin contact. Such differences in’ response 
are attributed to chemical differences in 
the fibrous and globular body protein con 
stituents to which these haptens may attach 
to form different and complete antigens. 
It has also been shown that once skin 
sensitization had been established to such 
drugs as sulfonamides antihista 
minics |! exacerbations of dermatitis could 
be elicited by either topical application or 
oral administration, Some patients, sen 
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sitized topically to an antigenic protein 
agent, such as penicillin, may manifest re- 
actions on systemic administration,’ and 
both the positive wheal and 
delayed patch-test 
noted in a few instances of penicillin con- 
tact dermatitis.'*'* Whether or not the 
relationship of atopic dermatitis and contact 
dermatitis in the same ragweed-pollen-al- 
lergic patient may bear any resemblance to 


immediate 


responses have been 


the clinical sensitivity states described above 
is not apparent. 

In consideration of the possibility that 
both contact and atopic sensitization might 
have been mediated by related ragweed 
antigens, techniques involving experimental 
Circulating 
precipitating antibody against one major 
antigenic component of the water-soluble 


sensitization were attempted. 


fraction of ragweed pollen was detected in 
the sera of rabbits immunized with the 
ether-soluble fraction of the pollen grain 
(“pollen oil”). This finding unan- 
ticipated, in view of the accepted concept 
of the proteins and 
carbohydrates as antigens required for the 


selective role of 
production of anaphylactic type antibody in 
immunologic phenomena. It was also noted 
that the presence of this serum antibody 
associated 


was not upon the 


contact 


dependent 


development of cutaneous sensi- 
tivity to the ragweed oil. 


constituents of pollen oil were shared in 


Since antigenic 


common with aqueous pollen extract and 
could be further removed from the oil by 
water treatment, two possible explanations 
The 


reality a protein soluble in ether because of 


are suggested: 1, constituent is in 
technical inability to extract pollen grains 
with 
water-soluble 


in a completely anhydrous state, 


resultant solution of — this 
antigen in a water-ether colloidal suspen- 
sion. 2. The constituent may be a lipopro- 
tein, soluble either saline ether. 
However, it has thus far been impossible 
to identify it as such by selective precipitin 
band-staining in agar with lipoprotein 
stains.'° The possibility of a 
antigen being both 


aqueous extract and pollen oil may help to 


common 


present in ragweed 
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explain such unusual findings as an as- 
sociated positive intracutaneous wheal-test 
reaction to aqueous pollen extract in pa- 
with dermatitis due to 
ragweed oil * the delayed 
patch-test reaction to aqueous ragweed-pol- 
16,17 


tients contact 


and positive 
len extracts and albumin. 

Ixperimental studies have indicated the 
complex nature of the ragweed-pollen grain 
as a particulate antigen, the multiplicity of 
individual antigenic components, and_ the 
highly variable nature of the immune 
response evoked by these pollen prepara- 
tions.'* Thus, variations in clinical patterns 
of ragweed-pollen allergy may possibly be 
explained by sensitization reactions to in- 
dividual pollen components in different 
persons. The exact immunologic basis for 


the presence of both immediate and delayed 


types of cutaneous sensitization to frac- 


tions of ragweed pollen in the same patients 
is not However, the fact that 


these two dermatologic manifestations may 


apparent, 


coexist might explain reasons for therapeu- 
tic failures of antiallergic management in 
some patients where the application of in- 
complete diagnostic measures have resulted 
coverage in 


in incomplete immunologic 


hyposensitization techniques. 


Summary 


Reports of two cases of seasonal dermati- 
tis with unusual features are presented. 
Kach of the patients presented typical find- 
ings of both atopic dermatitis and allergic 
contact dermatitis, and, in each, immediate 
intracutaneous wheal reactions to the 
aqueous extract and delayed patch-test  re- 
actions to the oil fraction of ragweed pollen 
were demonstrated, 

Series of rabbits were each immunized 
with either aqueous ragweed-pollen extract 
or the ether-acetone-soluble oil fraction of 
the pollen grain. The 
were employed in precipitin-test: techniques 


resultant antisera 


in an attempt at antigenic analysis of the 
ragweed-pollen components. 
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Ragweed-pollen oil was found to contain 
two constituents capable of evoking an 
immune response characterized by the de- 
velopment of circulating precipitating anti- 
body, and this was unrelated to the 
development of a delayed type of cutaneous 
sensitivity reaction in the experimental 
animal. The oil constituent demonstrated 
evidence of immunologic identity with one 
of the antigenic components of the aqueous 
pollen fraction. 

Possible explanations for these experi- 
mental findings and their clinical implica- 
tions related to the dual immunologic 
mechanisms of immediate and delayed types 
of cutaneous hypersensitivity existing in 
the same patients are discussed. 


309 S. Franklin St. 
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Superficial Epitheliomatosis Involving Intact 
Skin Graft 


COL. GEORGE PRAZAK (MC) and CAPT. JOHN S. FERGUSON Jr. (MC), U. S. Army 


Involvement of skin grafts by epithelioma 
of various types is apparently not rare. 
However, a rather extensive review of the 
literature reveals no reported cases of in- 
volvement of a skin graft by extension onto 
its surface without disruption of the graft. 
As the following case does illustrate this 
phenomenon, it is thought to be of reporta- 
ble interest. 


Report of a Case 
The patient, white 
first seen in the Dermatology Clinic, Brooke Army 


a 45-year-old woman, Was 


Submitted for publication June 18, 1958. 
From the Dermatology Service, Brooke Army 
Hospital, Brooke Army Medical Center, Fort Sam 
Houston, Texas. 

Fig. 1.—Photograph taken Sept. 13, 1957, at the 


time of treatment and biopsy, showing the involve 
ment of both intact skin and graft. Evidence of 


Figure 
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Hospital, on Sept. 28, 1948. At that time she had 
two lesions involving the temple area just lateral 
to the right eye and the right upper lid. She stated 
that previous histological studies had revealed basal- 
cell epithelioma. A work-up revealed 
that on Jan. 9 and Jan. 15, 1945, she had received 
350 r in air to each of these two areas. On Feb. 
8, Feb. 21, and March 7, 1945, she had received 
350 r in air to a 2X1 em. area lateral to the right 
eye by a different physician. On July 9, 1947, a 
bean-sized area over the central portion of the 


complete 


right upper lid was treated by electrodesiccation 
and curettement, and verrucous lesions lateral to 
the right eye were treated in similar manner. 

At the time the patient was seen in this clinic 
there was marked atrophic scarring of the right 
upper lid and adjacent skin. Atrophy and_ tel- 
angiectasia were present lateral to the right eye. 
There was no evidence of epithelioma at that time. 


chronic radiodermatitis can be seen, particularly at 

the lower border of the graft. 
2—Photograph taken 

showing result of treatment. 


March 28, 1958, 


Figure 2 


— 
2 
; 
\ 


EPITHELIOMATOSIS AND SKIN GRAFT 


= 


Fig. 3.—Photomicrographs revealing distinct demarcation of skin graft, which is intact, and 


surrounding skin. 


Both show typical areas of superficial epitheliomatosis 


Subsequent bic psy 


of this area revealed complete absence of activity, with the skin graft retaining its intact 


character. 


However, in February, 1949, there was evidence 


of definite activity at the margin of the sear, 
lateral to the right eye. Subsequently this area 
was treated with interstitial radium in the form 


of six 10 mg. radium needles with 0.5 mm. platinum 
filter for two and one-half hours. 

During the next two years recurrent lesions of 
the above areas were treated with various 
modalities ; however, the lesions continued to recur 
In January, 1952, it was decided that this patient 
would benefit by excision and grafting of the area 
of repeated recurrences and chronic radiodermatitis 

This was done in February, 1952, and a split- 
thickness skin graft was obtained from the patient's 
abdomen and implanted in the area of excision. 
The result was satisfactory, and the patient did 
well until December, 1953, at which time a small 
scaling lesion was noted just medial to the graft 
This was treated by electrodesiccation and curette- 
ment. No biopsy was done at that time. 

On Aug. 29, 1957, 


evaluation of a scaling lesion at the lower lateral 


the patient was seen for 
border of the previously described skin graft. This 
lesion involved not only the surrounding tissue but 
was seen to extend onto the surface of the graft 
(Fig. 1). After careful shave biopsy the area was 
desiccated and curetted. 

The pathology report confirmed the clinical im- 
pression of superficial epitheliomatosis. The photo 


Prazak—Ferguson 


micrographs revealed easy differentiation of the 


graft and intact skin, showing typical areas of 
superficial epitheliomatosis of both (hig. 3) 
Figure 3, right, shows a higher magnification of 


one area of involvement. 


Comment 

As no reports of extension onto the sur 
face of a skin graft by any form of basal 
cell epithelioma could be found, such a case 
is reported. This case represents a long- 
standing superficial epitheliomatosis which 
was treated by every conceivable means, in 
cluding various forms of irradiation, 
nally skin grafting was resorted to, with 
resulting invasion of the graft from sur- 
rounding remaining active lesions. 

This case is thought to be of interest not 
only because of its unusual occurrence but 
it should be of particular interest to those 
who feel that superficial epitheliomatosis is 
of unicentric, rather than multicentric, ori- 


gin. 
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Multiple Progressive Vascular Hamartomata of the 


Leg Simulating Kaposi’s Hemorrhagic Sarcoma 


Report of a Case 


DESIRE J. A. REBELLO, M.D., and JAMES K. LOUTZENHISER, M.D., Cincinnati 


The term hamartoma refers to benign 
tumors of embryonal origin. It designates 
tumor-like malformations showing a faulty 
mixture of the normal components of the 
organ in which they occur. The pattern and 
arrangement of these normal cells do not 
conform to the structural organization of 
The tumor is usually 
disorganization, 


the organ affected, 
encapsulated. It is the 
encapsulation of — these 


overgrowth, and 


masses which makes them  anomalous.! 
Hamartomata may occur in any organ of 
the body but are commonest in the spleen, 
liver, kidney, lung, and pancreas. In the 
skin they may be recognized as vascular 
hamartomata. 

Several syndromes have been described 
in which vascular hamartomata of the skin 
are with 
Matfucei’s syndrome vascular hamartomata 


associated visceral lesions. 
are associated with phlebectasia, enchron- 


dromata, dyschrondroplasia, and “spider 


hands.” Sturge-Weber syndrome consists 


of nevus flammeus in the distribution of 
one or more branches of the trigeminal 
nerve, glaucoma, contralateral hemiparesis, 
epilepsy, mental retardation, and cerebral 
calcification, The Parkes Weber syndrome * 
is hypertrophy of a limb due to congenital 
hemangiectasia. Klippel-Trénaunay disease 
(nevus varicosus osteohypertrophicus ) * is 
composed of systematized angiomata, par 
ticularly nevi flammei, associated with vari- 
cosities and hypertrophy of the bones of the 
extremity in which the vascular lesions are 

Submitted for publication July 2, 1958. 

From the Department of Dermatology, College 
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present; secondary gigantism occasionally 
occurs on the opposite side. Von Hippel- 
Lindau’s disease® is a familial disorder, 
characterized by angiomatosis and gliomato- 
sis of the retina and cerebellum, Cysts are 
found particularly in the cerebellum but also 
in other parts of the brain, including the 
meninges and spinal cord. Cysts may also 
be found in the pancreas and kidney; so 
may angiomas. There are no cutaneous le- 
sions. 

The blanket term ectoneurodermal ham- 
artomata® has been suggested for Sturge- 
Weber syndrome, Klippel-Trénaunay 
disease, von Hippel-Lindau disease, and 
Parkes Weber disease because of the diffi- 
culty in distinguishing them clinically. The 
term phakomatoses‘ has also been used. 
This Sourneville’s disease (tu- 
berous Recklinghausen’s 


lippel- 


includes 

sclerosis), von 
disease (neurofibromatosis ), 
Lindau disease, Sturge-Weber disease, and 
Klippel-Trénaunay Bourneville’s 
disease * may be associated with angiomata 
of the skin and other organs. An increased 
oxygen content of the peripheral vessels 
and higher skin temperatures are found in 
the affected parts in these syndromes.* The 


von 


disease. 


vascular lesions are radiosensitive, and this 
distinguishes them from simple nevus flam- 


meus.® 


Report of Case 


An 11-year-old’ white girl admitted to 
Cincinnati General Hospital for the first time in 
August, 1955, for multiple asymptomatic bluish 
lumps, distributed in a linear fashion along the 
She had 
similar lesions in the left inguinal area and about 
birth. 


was 


inner aspects of the left foot and leg. 


the umbilicus. These were not present at 


ered, f 
: 


HAMARTOMA OF LEG 


Fig. 1—Left leg and foot, showing vascular hamartomas. 


She stated that they developed gradually during 
the preceding two and one-half years. The first 
“lump” was noticed on the middle of the left leg 
after an injury. She stated that some of the other 
lesions appeared at sites of trauma. Her family 
history revealed that there were eight 
all living and well. Her father was hospitalized for 
a pulmonary infarction. Her past history revealed 
that she had had chicken pox, measles, and mumps 
and had sustained a skull fracture in 1952. Systemic 
review was noncontributory. 


siblings, 


Physical examination 
revealed normal pulse, temperature, and respira- 
tions. Fundus examination findings of the eye were 
normal. No abnormalities were detected in the chest 
or abdomen. Neurologic examination revealed no 
abnormal reflexes. There were soft, nontender, 
bluish nodules, 0.5 cm. to 2.0 cm. in diameter, on 


the left lower leg and foot. These lesions were 


distributed in a linear pattern along the inner aspect 


of the left lower extremity. The lesions on the 
leg were deep; those of the foot had a whitish ap- 
pearance and seemed superficial but still were under 
the fascia. Similar nodules were present in the 
The 


size of the affected leg, as compared with the 


left inguinal area and about the umbilicus. 
& 


other, was not commented on by any observer. 


In spite of the rarity of Kaposi’s hemorrhagic 


sarcoma in children, this diagnosis was believed 
most likely because of the continued spread and 
progression of the bluish lesions. Malignant 
melanoma was also considered. 

The hemogram and urinalysis were normal. X-ray 
of the left leg revealed a normal tibia and fibula; 
soft tissue nodules were noted, but no calcifications 
No soft 
formities were seen in the left 


tissue nodules or bone de- 
Skull 
was normal, as was the skiagram of the pelvis and 
lumbosacral spine. Excisional biopsies were per- 
formed by Dr. R. M. Vetto, of the Surgical De- 
partment, of the umbilical and left inguinal nodules 
and of four superficial nodules on the left foot, one 
of which was a protruding purplish nodule on the 
left heel. Three lesions on the left leg were also 
excised. The 
followed the course of the saphenous vein and were 
intimately connected to tributaries of that system. 


were seen. 


foot. X-ray 


nodules of the left foot and leg 


One nodule was attached directly to the saphenous 
every 
were 


examination of 
which 
endothelial-lined 


vein.  Histopathological 


lesion revealed a fibrous stroma in 
numerous 
of which 


spaces showed thrombosis and partial organization 


interspersed spaces, 


many contained blood. Some of the 


This patient was readmitted to the hospital on 
Jan. 13, 1958, because of a recurrence of some of 


Fig. 2.—Infrared photography, showing relation of venous radicles to lesions 
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these nodules. Physical examination was negative 
except for arachnodactyly, an apparent shortening 
of the left leg, and multiple soft, bluish nodules 
on the inner aspect of the left leg and foot. The 
shortening was not confirmed by actual measure- 
ments. A large purplish, protruding nodule was 
present on the left heel. Hemogram and urinalysis 
were again normal. X-rays of both lower ex- 
tremities revealed normal bone structure; x-rays 
of the upper extremities were also normal. How- 
ever, multiple calcific densities were seen in the 
soft tissues of the left leg. Several of these 
densities were linear in form, with track forma- 
tion resembling calcifications within blood vessels. 
4 venogram of the left lower extremity revealed 
an adequate and patent deep venous system. There 
was attenuation of the anterior and posterior tibial 


veins. The contrast medium filled the hamartomata 
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of the leg. Intradermal snake-venom tests for 
capillary fragility were negative. Infrared photog- 
raphy of the legs showed the connection of the 
nodules with venous radicles. Dr. B. N. Carter Jr. 
excised all the visible nodules with their venous 
radicles under tourniquet. Histopathological exam- 
ination revealed that these nodules were composed 
of vascular channels, varying in size and in some 
cases underlying the skin. The areas surrounding 
many of these vascular channels were highly 
cellular. A marked amount of fibrosis was noticed 
in areas. Focal collections bluish-staining 
fragments of material were seen in other areas. 
These represented calcium deposits. Focal throm- 
boses were also noted. 

This patient then had only vascular ham- 
artomas in the skin. Vascular hamartomas 


Kig. 3.— Photomicro- 
graph of section of one 
of the nodules, showing 
endothelial-lined s paces 
with blood cells; reduced 
10% from mag. * 160. 
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are poorly demarcated as a rule. Intimate 
mingling of the superfluous vessels with the 
normal tissues may give a false appearance 
of invasive infiltration. Moreover, the oc- 
currence of multiple vascular hamartomas 
in several tissues may simulate metastases. 
This finding in adults must make one sus- 
pect angiosarcoma.® 


Summary 


An 11-year-old girl showed progressive 
development of multiple vascular hamar- 
No 


endochondromata, visceral, intracranial, or 


tomata confined to one extremity. 


retinal lesions were detected clinically or 


radiologically. She manifested only arach- 


nodactyly. There was no hypertrophy of 
the affected extremity. 


Department of Dermatology, Cincinnati General 
Hospital (29). 
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Digital Blood Flow Rates in Lupus Erythematosus 


EUGENE M. FARBER, M.D.; ANTHONY P. MORECI, Ph.D., and RODERICK D. SAGE, M.D., San Francisco 


In the medical literature of this century, 
many authors have discussed the relation- 
ship of chronic discoid lupus erythematosus 
to systemic lupus erythematosus. The ex- 
range from that of 
considered discoid 


pressed viewpoints 


Jelote,! who chronic 
lupus erythematosus a variant of systemic 
lupus erythematosus, to that of Baehr,? who 
considered chronic discoid lupus erythema- 
tosus and systemic lupus erythematosus 
alike in name only. 

In 1950, Huff, Taylor, and Keys ® stated, 
“Chronic discoid lupus erythematosus is 
accompanied by pathologic changes in 
arteries at some distance from the lesion.” 
These investigators claimed that an abnor- 
mal circulation exists in the fingers of 
patients with chronic discoid lupus ery- 
thematosus. They were uncertain whether 
the altered digital blood flow was due to 
changes in elasticity in the arterial tree or 
whether it was due to abnormal activity of 
arteriovenous shunts. In their study of 11 
patients with chronic discoid lupus ery- 
thematosus, the plethysmographic tracings 
of the digital pulse revealed a_ prolonged 
crest time and obliteration of the dicrotic 
notch. 

The present study was designed to com- 
pare the minute-volume flow of blood in 
the digits of subjects with chronic discoid 
lupus erythematosus systemic lupus 
erythematosus and of healthy adults, under 
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normal conditions and in response to local 
mild ischemia. A 
thysmograph was used to determine the 
blood-flow This method measures 
the rate of increase in finger volume when 
the veins are suddenly occluded, but the 
arterial inflow is left relatively undisturbed. 
Hence, for a short period of time, the 
minute-volume flow of blood into the finger 
volume 


venous occlusion ple- 


rates, 


is reflected in the rate of tissue 
increase. The equipment used was adapted 
from that described by Burch?*; cuff pres- 
sures and finger volume changes were 
detected by Statham 


ducers and registered on a Sanborn Twin- 


strain-gauge trans- 


Viso recorder. 


Fig. 1.—Laboratory adjoining controlled- 
temperature room. 4, Sanborn Twin-Viso recorder. 
B, hydraulic controls for calibration of plethysmo- 
graph. C, air-pressure controls. D, room-tempera- 
ture control panel. /, viewing window. 
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DIGITAL BLOOD FLOW 


Fig. 2—Plethysmograph sealed to distal inter- 
phalangeal joint of index finger. Cuff for occlud- 
ing the circulation is on the proximal phalanx. 
Airway from cup is connected to a Statham strain- 
gauge transducer. The cuff is inflated from a large 
air tank in which the pressure is regulated. 


Experimental Procedures and Methods 


The experiments were conducted at 30 C in a 
controlled-temperature room, regulated in the range 
of +0.5 C. The subjects were isolated from the 
investigators, but visual and auditory contacts were 
maintained by means of a one-way viewing glass 
and intercommunication Electrical, 
hydraulic, and control systems 
required for making the digital blood-flow measure- 
ments were mounted outside of the 
temperature room (Fig. 1). 


system. 
air-pressure 


constant- 


All experiments were carried out in the morning 
between the hours of 9 and 11 o'clock. The sub- 
jects fasted for at least 12 hours prior to exami- 
nation. No coffee, tea, tobacco, or medications were 
taken during this period. A medical history, which 
included a record of smoking, recent medication, 
and time of the last meal, was taken. The subject 
was then clothed in a light hospital gown and rested 
supine on a bed in the constant-temperature room. 

A plethysmograph cup was sealed to the distal 
interphalangeal joint of the left index finger with 
a soft, rapidly setting, dental-impression plastic * 
(Fig. 2). 
fortable position at heart level. 


The digit was then placed in a com- 
Pressure changes 
in the plethysmograph cup were transmitted by an 
airline of low distensibility to a Statham P23B 
strain-gauge transducer (Fig. 3) and transcribed 
by the Sanborn Twin-Viso recorder. The volume 
calibration of the plethysmograph was accomplished 
at the end of 
blood flow to the digit with a brachial cuff. While 
the circulation was interrupted, 10 cu. mm. of air 
was introduced into the cup by means of a Grass 
calibrating unit, 
system ranged from 6 to 9 mm. of stylus deflection 


“ach experiment by occluding all 


The maximum sensitivity of the 


per 10 cu. mm. of volume change, depending on the 


* Sili-Gel, made by the Dental Perfection Com- 
pany, Glendale, Calif. 


Farber et al. 


Fig. 3—Controlled-temperature room. A, plethys- 
mograph, B, digital pressure cuff. C, airway from 
cuff to pressure tank via strain gauge transducer. 
D, airway from plethysmograph to strain gauge 
transducer, /:, Grass calibrating unit. /, strain- 
gauge transducer for plethysmograph. G, second 
transducer for cuff pressure measurement. 
ratio of the plethysmograph volume to finger 
volume. 

Instantaneous venous occlusion was effected by 
use of a direct-contact rubber cuff fashioned from 
346 in. Penrose drainage tubing which was inflated 
from a large air tank in which the pressure was 
regulated. The cuff was placed on the proximal 
phalanx of the left index finger. This arrangement 
was found to produce no appreciable distortion of 
the plethysmographic record and provided a high 
degree of reproducibility of blood-flow measure- 

Inflation and deflation of the digital cuff 
controlled — by 


ments. 
remotely operated solenoid 
10 to 20 mm. of 


mercury below the diastolic brachial pressure have 


were 
valves. Collecting pressures of 
generally been found to be adequate for making 
digital blood-flow measurements. Venous occlusion 
pressures of 50 to 60 mm. of mercury were used 
most frequently. Changes of collecting pressure 
in the range of 40 to 70 mm. of mercury produced 
no apparent change in blood-flow readings in the 
majority of subjects. 

The subject was isolated in the dimly lighted 
room and allowed to rest for 10 minutes. A series 
of 6 to 10 resting blood-flow measurements was 
then made at two-minute intervals. An interval of 


two minutes was allowed between successive oc- 


clusions of the venous circulation in order to avoid 
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EFFECT OF VENOUS OCCLUSION 


Fig. 4—Typical digital blood-flow measurement. 
A, digital pulse waves prior to venous occlusion. 
B, slope indicating rate of filling of finger. C, point 
of instantaneous venous occlusion. The cuff pres- 
sure is 50 mm. Hg. PD), release of cuff pressure. 
Finger volume returns to the control level. 


errors associated with passive congestion or reflex 
changes in vasomotor tone resulting from the pre- 
The 


blood-flow rate was determined from the average 


vious application of pressure to the digit. 
change of rate in finger volume recorded during 
the first complete pulse beat after venous occlusion 
(Fig. 4). 
fected during the last 0.1 to 0.3 sec. of the diastolic 


Occlusion of the digital veins was ef- 


phase of the preceding pulse cycle. This was done 
in order to minimize filling of the vascular reser- 
voir prior to measurement of the flow rate. After 
measurement of the resting blood-flow rates, the 
effect of local mild ischemia on the digital minute- 
volume flow was tested. The pressure in the finger 
cuff was suddenly raised to 200 to 280 mm. Hg and 
maintained at this level for three minutes. At the 
end of this time, the rate of blood flow into the 
finger determined by lowering of 
the cuff pressure to a level sufficient to sustain the 
After a period of 10 
circulation was occluded a 
The rate of blood flow 


was sudden 
venous occlusion (Fig. 5). 
minutes, the digital 
second time for 5 minutes. 
in the reactive hyperemic phase was again recorded 
in the manner described. 

At the conclusion of the experiment, the volume 
of finger enclosed within the plethysmograph was 
determined. While the finger was still in place, a 
measured volume of water was injected into the 
cup by means of a hypodermic syringe equipped 
with a short length of polyethylene tubing. The 
volume of water injected was then subtracted from 
the volume of the cup, which had been previously 
measured. 

The values obtained for minute-volume blood 
flow in this laboratory are of the same order as 
those reported by Burch * and Burton.® 
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50mm. 


Cuff pressure 


REACTIVE HYPEREMIA RESPONSE 


Fig. 5.—Typical measurement of the digital 
blood flow during reactive hyperemia: A, circula- 
tion occluded for three minutes by raising pressure 
in the digital cuff to 280 mm. Hg. B, point of re- 
lease of finger-cuff pressure from 280 mm, Hg to 
50 mm. Hg (arterial occlusion ends; venous oc- 
clusion persists; finger fills with blood). C, first 
complete pulse wave after restoration of the circu- 
lation, D, pressure in digital cuff released. 

Clinical Material—Digital blood-flow measure- 
ments were made in 79 subjects, comprising con- 
trol and patient groups. They were classified ac- 
cording to sex, age, and disease. A summary of 
the number of subjects studied in each group ap- 


pears in Table 1. 


Results 
Clinical Diagnoses.—The clinical findings 
in 10 males and 13 females with chronic 
lupus erythematosus 
Tables 2 
The age of the patients in these two groups 
None had 


elevation of the systolic or diastolic arterial 


discoid are sum- 


marized in and 3 respectively. 
ranged from 31 to 70 years. 


pressure; none was febrile at the time of 
TasBie 1.—Number of Subjects Studied According 
to Age, Sex, and Disease 


Males 
Females 
Chronic - 
Discoid Chronic 
Age Range Control L. E. Control Discoid Systemic 
20-30 7 0 15 0 4 
31-40 5 2 5 8 3 
41-50 5 3 5 2 0 
51-60 1 1 3 2 0 
61-70 2 4 1 1 0 
Total 20 10 29 13 7 
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tom, 2—Clinical Findings in Male Patients with 


TABLE 3.—Clinical Findings in Female Patients 


hronic Discoid Lupus Erythematosus 


Duration, Recent 

Case Age ¥e. Areas of Involvement Treatment 

1 31 1 Face, neck Chloroquine 

2 38 4 Red macular face None 

3 41 4 Nose, forehead Chloroquine 

4 44 20 Cheeks & ears with None 

scarring 

3 47 6 Shoulders, chest None 

6 60 30 Scars on face None 

7 62 8 mo. Cheeks, nose, arms, chest Cortisone 

8 63 3 Red plaques, face Chloroquine 

9 70 10 Atrophic plaques, chin & None 


sealp 


Diagnosis of chronic discoid 
confirmed — by 


examination. 
lupus erythematosus was 
biopsy and laboratory studies, including 
complete blood cell count, urinalysis, pro- 
tein fractionation, etc. Most patients were 
receiving chloroquine 12 hours prior to the 
time of study; there is no evidence that 
ingestion of this drug affects blood flow 
or vascular reactivity. 

The diagnosis of systemic lupus ery- 
thematosus was established by physical 
examination and laboratory procedures. All 
None 
febrile at the time of our investigations; 
none had 
arterial pressures; all seven patients at one 
time or another had been acutely ill with 
symptoms typical of systemic lupus ery- 
thematosus. These patients were judged 
to be in a “subacute” phase of the disease 


seven patients were females. was 


elevated systolic or diastolic 


‘ 


Taste 4.—Clinical Findings in Female Patients 
with Systemic Lupus Erythematosus * 


Recent 
Case Age Duration Treatment Symptoms 
23 28 1 PABA Arthralgias 
24 16 6 Chloroquine Arthralgias, inactive 
(Aralen), cheek plaques 
prednisone 
25 28 6mo. Chloroquine, Arthralgias, facial ery- 
prednisone thema, & pigmentation 
26 33 4 Chloroquine, Inactive lesions, face, 
prednisone chest, & arms 
(Meticorten) 
27 4 Chloroquine, Widespread skin lesions, 
prednisone arthralgias 
28 23 5 Prednisone Faint facial erythema 
40 5 None “Cold fingers” 


* Phase of disease in all cases was subacute lupus erythemato- 
sus. 
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Duration, Recent 
Case Age Ve. Areas of Involvement Treatment 

10 31 1 Face, neck Chloroquine 
ll 32 8 Scalp, cheeks Chloroquine 
12 33 5 Face, with erythema 

cheeks & lip Chloroquine 
13 34 5 Cheek, forehead Chloroquine 
14 35 9 Severe scarring entire face Chloroquine 
15 39 3 Erythema cheeks, nose, 

«& eyelids Chloroquine 
16 3y 14 Scarred lip & nose None 
17 40 5 Areas of cheeks Chloroquine 
18 49 2 Face, right arm Chloroquine 
19 43 12 Sealy red areas face Chloroquine 
20 57 3 Red plaques face & neck Chloroquine 
21 57 3 Erythema face None 
22 61 5 Face Chloroquine 


at the time of examination. Only one pa- 
tient “cold” 
Raynaud’s or other vasospastic phenomena 


complained — of fingers. 
were not observed in this group. The one 
patient with “cold” had digital 
blood-flow measurements on three separate 


fingers 
occasions. There was no appreciable dif 
ference in the blood flow rate on successive 


examinations. None of these patients had 


visible cutaneous lesions on the 


digit 


studied. Clinical information concerning 


this group is presented in Tabie 4. 
Taste 5.—Digital Blood Flow Rates in Male 
Subjects 


Flow Rates, Cu. 
Mim/5 Ce/See. 


Discoid 


Controls L. E. 
Control phase 
Median 30.3 20.9 
Confidence intervals for the 
median 24.5-45.1 54-451 
Confidence coefficient 97.9% 
Number of subjects 20 10 


Reactive hyperemia phases 
Post 3-min. occlusion 


Median 55.4 35.1 
Confidence intervals for the 

median $2.4-67.5 20.0-51.7 
Confidence coefficient 97.8% 
Number of subjects 13 6 

Post 5-min. ocelusion 

Median 48.6 WA 
Confidence intervals for the 

median 41.4-64.0 19.1-62.7 
Confidence coefficient 98 Y, 6.9% 
Number of subjects 9 6 
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Digital Blood Flow in Controls and in 
Chronic Discoid Lupus Erythematosus.— 
The values for digital minute-volume blood 
flow in control subjects and also in chronic 
discoid lupus erythematosus are presented 
in Table 5, 
that median values obtained in 20 control 


Analysis of the data reveals 


males were very similar to those obtained 
in a group of 10 males with chronic discoid 
lupus erythematosus. However, the values 
for the confidence intervals suggest that 
the flow, although similar in both groups, 
may have been somewhat higher in the 
controls. Apparent differences in the blood 
flow seen between the two groups in the 
control phase of the experiment were ac- 
centuated in the succeeding phase of re- 
active hyperemia induced by arrest of the 
Al- 
though these figures suggest a real differ- 


digital circulation for three minutes. 


ence in finger blood flow between control 
subjects and patients, statistical analysis + 
of all the available data indicates that they 

+ Significance tests are based on the Wallis- 
Krushal H Test, in Wallis, W. A., and Roberts, 
H. V.: Statistics: A New Approach, Free Press, 
Glencoe, 1956, p. 600. 


Taste 6.—Digital Blood Flow Rates in Female 
Subjects 


Flow Rates, Cu. 
Mm/5 Ce/See. 
Lupus Erythematosus 
Controls Discoid Systemic 
Control phase 
Median 18.0 21.9 12.2 
Confidence intervals for 


the median 12.4-27.8 4.5-35.2 1.3-23.5 
Confidence coefficient 97.6% 97.8% 98.4% 
Number of subjects 29 13 7 


Reactive hyperemia phases 
Post 3-min. occlusion 
Median 36.3 36.9 26.0 
Confidence intervals 


for the median 22.1-51.3 20.8-46.4 11,7-45.1 
Confidence coefficient 96.9% 96% 93.8% 
Number of subjects 18 12 5 

Post 5-min. occlusion 

Median 40.7 39.0 25.4 
Confidence intervals 

for the median $1.2-55.9 28.2-53.2 16.2-57.2 
Confidence coefficient 96% 9% 96.9% 
Number of subjects 20 12 6 
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could well occur solely on the basis of 
chance. No between digital 
minute-volume blood flow and age could be 
established in these or any of the subse- 
quent groups studied. 


correlation 


Minute-volume blood flow in the digits 
of 29 healthy females and 13 women pa- 
tients with chrdnic discoid lupus erythem- 
atosus was found to be essentially the same 
during the control phase of the experiment. 
As indicated by the data in Table 6, the 
hyperemic with the 
duration of and was 


response increased 


arterial occlusion 
similar in control and diseased subjects 
alike after five minutes of 
circulatory arrest, respectively. No statis- 


three and 
tical difference in digital blood flow be- 
tween the two groups in any of the three 
phases of the experiment could be dem- 
onstrated. 

Digital Blood Flow in Systemic Lupus 
Lrythematosus.—Results obtained in seven 
women with systemic lupus erythematosus 
are presented in Table 7 and included in 
summary form in Table 6 for purposes of 
comparison, 

Blood-flow values in Cases 137 through 
188 were considerably lower during the 
control phase of the experiment than were 
the median values obtained for both normal 
women and those with chronic discoid lupus 
erythematosus under comparable conditions. 


TaBLe 7.—Digital Blood Flow in Systemic Lupus 
Erythematosus 


Flow Rates, Cu. Mm/5 Ce/Sec. 


Post Post 
Control 3-Min. 5-Min. 
Case Age Phase Occlusion Occlusion Remarks 
(Median) (Instanta- (Instanta- 
neous) neous) 
40 13 13.9 18.7 “Subacute” L. E. 
79 16 2.5 11.7 16.2 “Subacute” L. E. 
55 8 9.6 26.0 24.7 “Subacute” L. E. 
188 28 12.2 26.0 “Subacute” L. E. 
179 33 21.0 37.5 34.5 Asymptomatic 
(normal labora- 
tory tests) 
58 22.6 45.1 57.2 Asymptomatic 


23 
84 35 23.5 “Subacute” L. E. 
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Flow rates observed after three and five 
minutes of arterial occlusion, respectively, 
In Case 137, a 107-fold 
increase in blood flow occurred immediately 


were also lower. 


after three minutes of circulatory arrest. 
After the circulation to the finger tip had 
been arrested for five minutes, a 14.4-fold 
increase in blood flow was seen. However, 
despite the high degree of response to local 
ischemia, the minute-volume flows observed 
in this case were still below the median 
values observed in female controls and in 
those with chronic discoid lupus erythem- 
atosus, under similar conditions (Table 6). 
Inspection of Table 7 reveals that similar 
results were obtained in Cases 79 and 55. 
Values obtained in Cases 179 and 58 were 
comparable to flow rates in control females. 
However, it is noted that these persons were 
asymptomatic at the time of examination. 

Comparison of Digital Blood Flow in 
Males and Females.—The resting digital 
blood flow in male controls is significantly 
higher than that in female controls under 
similar test conditions. 
the data in Tables 5 and 6. 


This is shown by 
The median 
values for blood flow obtained in’ males 
is 30.3, whereas that for females is 18.0. 
The groups of measurements 
significantly different at the 1% level, by 
the Wilcoxon Two Sample Test. 


two are 


NORMAL PULSE WAVE 


Orerotic 
notch 


(Anacrotic (Catacrotic 
Limb) Limb) 


Fig. 6.—Normal pulse wave, showing rising ana- 
crotic limb, sharp peak or crest, and catacrotic 
limb with dicrotic notch. Crest time corresponds 
with anacrotic limb. 


Farber et al. 


Pulse-Wave Analysis.—The normal dig- 
ital pulse wave consists of an ascending 
anacrotic limb which occurs during the 
systolic phase of the heart beat and a 
descending catacrotic limb in the diastolic 
phase (Tig. 6). A dicrotic notch usually 
occurs in the catacrotic limb. It is a nega 
tive wave associated with closure of the 
aortic valves and the elastic recoil of the 
aorta and other great vessels. Some of 
the factors affecting the form of the pulse 
wave are stroke volume of the heart, elas- 
ticity of the vessel walls, duration of systole 
and diastole, and pulse pressure. 

Dillon 


the normal pulse wave has a crest time 


According to and Hertzman,® 
(anacrotic limb) which is 20% or less of 
the pulse-cycle time. Hertzman and Roth? 
found that after immersion of a limb in 
cold water the crest time of the digital 
pulse increases and the dicrotic notch disap- 
pears. Burton® has pointed out that the 
degree of fullness of the capillary and 
venous reservoirs may influence the form 
of the pulse wave. 

In the analysis of the pulse-wave data, 
the subjects have been classified according 
to the characteristics of the crest time and 


{ Wilcoxon Two Sample Test, in Mann, H. B., 
and Whitney, D. R.: On a Test of Whether One 
of Two Random Variables Is  Stochastically 
Larger Than the Other, Ann. Math. Stat. 18 :50-60, 
1947. 


DIGITAL PULSE WAVE FORMS 


A c 


Fig. 7—Comparison of digital pulse-wave forms 
predominating in this series. A, quick crest time 
and sharp dicrotic notch. B, slower crest time and 
slightly diminished dicrotic notch. C, long crest 
time and absent dicrotic notch. 
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the dicrotic notch which predominate 
throughout each tracing. Though at times 
a slight variation might be noted from one 
wave to the next, the great majority of 
pulse waves obtained from each subject 
followed the same pattern. 

At least three wave forms were found 
to predominate in the pulse tracings studied 
in this series (Fig. 7). 

Group A consists of tracings in which 
the crest time is less than 20% of the cycle 
time. A dicrotic notch is present. In Group 
B, the crest time is over 20% of the cycle 
the is slightly 
diminished. Tracings in are 
characterized by crest times in excess of 
20% of the cycle time and the absence of 
the dicrotic notch. This pulse configuration, 
according to Huff, Taylor, and Keys,’ 


time and dicrotic notch 


Group C 


is 
characteristic of chronic discoid lupus ery- 
thematosus. Our data do not reveal a pulse- 
configuration distinctive of either 
lupus 


wave 
erythematosus or 
systemic (Fig. &). 
The results of pulse-wave analysis are pre- 


chronic discoid 


lupus erythematosus 


Fig. 8—Comparison of pulse-wave configurations 
in controls and patients with systemic lupus 
erythematosus and chronic discoid lupus erythema- 
tosus. The controls appear on the left; the patients, 
on the right. Both of the patients with systemic 
lupus erythematosus are in the subacute phase. The 
patient with chronic discoid lupus erythematosus 
has active lesions on the face. Lack of specificity 
of waves is quite evident. The waves at the top 
(No. 1) show sharp dicrotic notches and rapid 
crest times. The waves of the mid- and lower sets 
show somewhat longer crest times and depressed 
or absent dicrotic notches. 
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TABLE 8.—Classification of Subjects According to 
Presence of Dicrotic Notch and Crest Time 


Time Over 20% Cycle Time 


Long Crest 
Time & 
Absence 

of Dicrotic 

Notch 


Dicrotic 
Notch & 
Short Crest 
Time 


Long Crest 
Time & 
Dicrotic 


Subjects Notch 


(Group A) (Group B) (Group C) 


Control 
Males 
Females 

Chronic Discoid L. E. 
Males 
Females 

Systemic L. E. 
Males 
Females 


sented in Table 8. Of the 79 subjects 
studied, 48 comprised Group A; 17, Group 


B, and 14, Group C. 


Comment 

The present series of studies reveals a 
high degree of variability in the resting 
digital blood flow (control phase) in the 
same person and also among subjects. 
Burton ® and Patel and Burton *® have also 
highly variable resting digital 
blood flow, far in excess of the metabolic 
These authors sug- 


gested that the oscillations are mediated 


reported 
needs of the tissue. 


largely by arteriovenous anastomoses and 


are related to temperature regulation. 
the total digital blood flow, as 
measured by the plethysmograph, is not 
necessarily indicative of capillary blood flow 


on which nutrition of the tissue depends. 


Hence, 


Data obtained in studies of the digital 
circulation in controls and patients with 
chronic discoid lupus erythematosus do not 
reveal any significant differences in minute- 
volume flow the two groups. 
Although variations were seen in 
some cases, the differences can be explained 


between 
wide 


on the basis of normal vasomotor activity 
in arteriovenous and other 
vessels. From the data accumulated, there 
is no solid evidence to support the state- 
ment, “Patients with chronic discoid lupus 
erythematosus have a defect in the circula- 


anastomoses 
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tion of the fingers.”* Studies now in 
progress in our laboratory are concerned 
with the “effective” capillary flow in the 
digit rather than the total flow. It is pos- 
sible that this line of investigation may 
reveal some defect of tissue nutrition in 
patients with lupus erythematosus. 

The significantly lower blood-flow rates 
in females, as compared with males, may 
account for the difference between our re- 
sults and those reported by Huff et al.,’ 
whose control group was comprised pre- 
dominantly of males, whereas the patient 
group consisted largely of females. Pre- 
vious reference to a sex difference in digital 
blood flow be lacking in the 
literature. may be related to 
the lower basal found in 
women, compared to men of similar body 
size.” On this basis it is to be expected that 
digital vasomotor tone should be higher and 
men. 


appears to 
Our finding 


metabolic rate 


flow rates lower in women than in 
Since the size of the finger in which blood- 
flow measurements were made was cor- 


rected to a standard 5 cc. unit, differences 
in finger volume can be 
contributing factor. Differences in the ratio 
of soft tissue to bone may be involved, but 
women, 


eliminated as a 


an increased vasomotor tone in 
from whatever cause, is a more likely ex- 
planation. 

The data in Table 7 suggest lower digital 
blood flows in females with systemic lupus 
erythematosus compared to controls, but this 

statistical basis 
No. definite con- 


is not demonstrable on a 
with the available data. 

clusions can be drawn for the group as a 
whole because of the small number of pa- 


tients examined. 


Summary 


Seven women with subacute systemic 
lupus erythematosus, twenty-three men and 
women with chronic ery- 
thematosus, and forty-nine healthy men and 
women studied to their 


digital blood flow rates under normal con- 


discoid lupus 


were determine 


ditions and in response to mild local ische- 
mia. 


Farber et al. 


Four of the seven female patients with 
systemic lupus erythematosus were found 
to have an apparently diminished blood flow 
compared to controls of like age and sex; 
the differences were not statistically signifi- 
cant. 

The blood flow of persons with chronic 
discoid lupus erythematosus was essentially 
the same as the group of controls. 

There is no evidence that a characteristic 
pulse-wave pattern occurs in either systemic 
discoid 


lupus chronic 


lupus erythematosus. 


erythematosus or 


Higher rates of blood flow were found 
in males than females in both control and 
patient groups. The differences were statis- 
tically significant. 

No correlation between digital blood flow 
and age could be established in any of the 
groups studied. 

Dr. Lincoln Moses aided in the statistical analysis 
of the data. 

Stanford University School of Medicine, Stan- 
ford University Hospitals, Clay & Webster Sts. 
(15) 
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ABSTRACT OF DISCUSSION 


Dr. Lours H. Winer, Beverly Hills, Calif.: It 
is a difficult problem for us to assure a patient 
that her chronic discoid lupus erythematosus is 
not going to become systemic lupus erythematosus. 
’atients have been diagnosed chronic discoid lupus 
erythematosus without studies for systemic lupus 
These patients 
may have had systemic lupus erythematosus with 
clinical lesions simulating chronic lupus erythema- 
tosus, 


erythematosus having been done. 


The changes indicative of systemic lupus 
erythematosus were not predominant and therefore 
not sought after. 

For eight years we have been following a patient 
with disseminated chronic discoid lupus erythema- 
tosus, who has at no time shown any findings char- 
acteristic of systemic lupus erythematosus. We 
treated her with 1,500 to 2,000 mg. of chloroquine 
a day for weeks at a time, which did not alter the 
course of We then treated her with 
with 
Histologically she has chronic discoid lupus ery- 


the disease. 


heavy dosages of — steroids, improvement. 


thematosus. 

The disseminated chronic discoid lupus erythema- 
tosus can histologically resemble systemic lupus 
erythematosus by the presence of edema. However, 
the hyperkeratosis, the follicular plugging, and the 
epidermal and adnexal atrophy are indicative of 
the condition’s being chronic discoid lupus erythem- 
atosus. 


Dr. Rupotr L. Barr, New York: | enjoyed Dr. 
Farber’s study very much. It is this type of ob- 
jective approach which eventually will help to solve 
the problem as to whether the chronic form and 
the subacute and acute forms of lupus erythema- 
tosus basically are the same disease. 

Until objective evidence 
available it would be best to withhold judgment 
regarding a possible close relationship between the 
different lupus erythematosus. I am 
thinking particularly of the recent survey of 
Reiches (Ann. Int. Med. 46:678, 1957) among der- 

25% of 
transition 
from chronic discoid lupus erythematosus to the 
systemic forms had taken place. 


more such becomes 


forms of 


matologists, which indicated that about 
those asked had observed cases where 


Furthermore, there is a recent study by Kush- 
niruk (Canad. M. A. J. 76:184, 1957), who sub- 
jected 35 patients with chronic discoid lupus 
erythematosus to the thorough systemic 
studies as are usually carried out in patients with 
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the systemic form of the disease. He found in 
many of his cases such abnormalities as a mod- 
erately or markedly increased sedimentation rate, 
elevated temperature, migratory joint pains, Ray- 
naud’s phenomenon, or other evidence which might 
well be considered significant in patients with the 
systemic form of lupus erythematosus. The value 
of Kushniruk’s study would have been greater per- 
haps if he also had studied a control series of 
patients with diseases other than lupus erythema- 
tosus in the same thorough manner in order to 
ascertain what incidence of abnormalities 
they would show. 


such 


Dr. HAMILTON MontcoMery, Rochester, Minn. : 
Before the days of the L. E. test, about a third of 
our cases of chronic discoid lupus erythematosus 
went into what we now call the systemic, rather 
than the disseminate, type. The histopathologic 
changes in chronic discoid lupus erythematosus de- 
velop about six weeks after the first sign of clin- 
ical eruption, but this is also true of systemic lupus 
erythematosus, and, contrary to what Frank Ellis 
has said, we cannot always be certain about dif- 
ferentiating between and 
systemic L. E. on the basis of skin biopsy because 
the histologic picture will vary depending on the 
age of the lesion biopsied. It is significant, now 
that we have the L. E. test and the L. E. phe- 
nemenon, that probably less than a third of our 
cases of systemic lupus erythematosus ever have 
any cutaneous manifestations. 


histologically chronic 


Dr. HAMILTON MontTGOMERY, Rochester, Minn. : 
I should not be getting up again, but in the old 
days before we had the lupus erythematosus test 
and the “Oxford Looseleaf Medicine” a third of 
our cases of chronic discoid lupus erythematosus 
went into what we now call the systemic rather 
than the disseminated forms. I also took biopsy 
specimens in those days, in all stages, and, contrary 
to what Frank Ellis would say, you cannot pick 
out a spot of lupus erythematosus for a biopsy 
specimen unless you observe the patient. 

The histology in chronic discoid lupus erythema- 
tosus will develop about six weeks after the first 
sign of clinical eruption, but one can see histologic 
pictures of chronic discoid lupus erythematosus in 
systemic lupus erythematosus in six weeks’ time. 
However, now we have the L. E. and if 
Louis Brunsting is here, he can tell you that prob- 


test, 


ably less than one-third of our cases of systemic 
lupus erythematosus ever have any cutaneous mani- 
festations whatsoever. We have to rely on the 
LL. E. test, as well as these newer data that Dr. 
Farber has brought to us today. 

Dr. E. RicHarp Harrett, Ann Arbor, Mich. : 
As our knowledge of disease increases from year 
to year, it is not uncommon that it becomes neces- 
sary to negate or correct findings which were con- 
sidered to be truths. Such is the value of the very 
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excellent paper we have just heard by Dr. Farber. 
Essentially he has found that chronic discoid lupus 
erythematosus does not have a decrease in digital 
blood flow. Neither is there evidence that a char- 
acteristic pulse-wave pattern occurs in either sys- 
temic lupus erythematosus or chronic discoid lupus 
erythematosus. There have been so many attempts 
to make a systemic disease of the chronic discoid 
form of lupus erythematosus that Dr. Farber’s 
essentially negative findings assume increasing sig- 
nificance. However, a very positive finding has been 
contributed to our knowledge of digital blood flow 
by this report demonstrating the very marked 
blood-flow differences between males and females in 
both the control and patient groups. With this 
knowledge one can readily appreciate how the 
original error was made in the report by Huff et al. 
The controls in this paper, which reported a de- 
creased blood flow in chronic discoid L. E. were 
largely males, while the patients were largely 
females. That this difference between the sexes 
occurs normally in the rate of digital blood flow 
must be given careful consideration in all future 
investigative work of this type. It is interesting 
to speculate about the possibility that a decreased 
digital blood flow in females is caused by some 
degree of intravascular formation of red corpuscle 
“sludges,” as was reported by Knisely and co- 
workers (Knisely, M. H.; Bloch, E. H.; Eliot, 
T. S., and Warner, C.: Sludged Blood, Sctence 
106 :431-440, 1948). These investigators, working 
on the obliquely illuminated bulbar conjunctiva, 
reported the intravascular agglutination of red 
corpuscles. They felt that this agglutination was 
probably based on the formation of an abnormal 
protein coating, making the surface of the cor- 
puscles somewhat sticky. These agglutinated cells 
caused a considerable reduction in the rate of blood 
flow of the capillary bed. It is of particular in 
terest that this finding was reported in half of all 
of the normal pregnancy patients studied. It was 
also present in several vascular disease states, as 
well as in infectious diseases. 

I am sure, that with this very excellent start in 
the investigation of the vascular abnormalities as- 
sociated with lupus erythematosus, Dr. Farber 


and his associates will continue to work toward 


Farber et al. 


furthering our knowledge of this most important 
disease. As a matter of fact, he has indicated to 

me by letter that he has done some investigation of 

nail bed capillary changes in chronic discoid lupus 

erythematosus and skin-temperature changes of the 

discoid lesions as well as normal skin. I would be 

most interested to have Dr. Farber comment on any 

results he might have from his unreported investi- 

gations. 

Dr. Eucene M. FArper, San Francisco: | am 
grateful for the lively discussion, and I shall an- 
swer first some of the points which Dr. Harrell 
so wisely made in regard to sludging of blood. 

This is an interesting phenomenon. It is difficult 
to recognize sludging. The erythrocytes have a 
very granular appearance, and it takes a great deal 
of experience to be sure that sludging does occur. 
I am certain that in the females sludging of blood 
is not a factor because in digital circulation so 
much blood flows through arteriovenous anasto- 
moses. The female may have a lower digital blood 
flow than the male because of a high vasomotor 
tone, which involves the arterioles and the arterio- 
venous shunts; their finger temperature is also 
lower. 

In collateral studies of the nail beds of patients 
with chronic discoid lupus erythematosus we saw 
no vessel changes. There are “actual” changes in 
the vessels in a lupus plaque, as evidenced by 
plaque temperature measurements. ‘Thermocouples 
were placed on a lupus plaque and on adjacent skin 
and on distant skin. The temperature of the room 
was increased and decreased; the lupus plaques 
were slow to cool. Apparently in the lupus plaque 
there is a decreased ability to vasoconstrict 

As far as Dr. Winer'’s remarks are concerned, 
I do not believe that this study is meant to be an 
argument that chronic discoid lupus erythematosus 
never becomes systemic lupus. I merely wanted to 
establish the point that chronic discoid lupus 
erythematosus should not be called a “diffuse vas 
cular disorder.” To do so confuses our thinking 
as far as the etiology of this disease is concerned 

The patients with so-called chronic discoid lupus, 
who “end up” with systemic lupus, may have been 


systemically ill to begin with. 
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Triamcinolone 


Treatment of uncomplicated psoriasis 
with steroids in general is unsatisfactory.” 
Recently, however, a new corticosteroid, 
triamcinolone,* has been marketed and 
from trials appears to have a 
dramatic effect in relatively low doses.*® 
This remarkable observation prompted us 
to investigate the drug in a group of 
psoriatics under rigid experimental condi- 
tions. 


clinical 


Methods 


Thirty-four patients with uncomplicated but re- 
calcitrant psoriasis of 10 or more years’ duration 
volunteered to be subjects.t The experimental plan 
called for one group to receive 4 mg. four times 
a day for a month; a second group, 4 mg. daily, 
and a third group, a placebo. 
was discontinued. 
treatment 


All other therapy 
At the end of one month, the 
schedule was arbitrarily changed. At 
random, some patients received 8 mg. daily, some 
In the third month, 
all treatment was stopped and follow-up observa- 


a placebo, and some nothing. 


tions were made. The subjects were seen at 
weekly intervals. 
Results 
The results were clear-cut. Of 12 sub- 
jects given 16 mg. daily, 11 noted 


improvement within the first week of treat- 
ment. Nine evidenced 80% to 100% clear- 
ing of psoriasis at the end of four weeks 
despite all efforts to discourage them. Three 
of four subjects developed mild recurrences 
when the drug was reduced to 8 mg. daily. 

Submitted for publication July 30, 1958. 

From the Subdepartment of Dermatology, De- 
partment of Medicine, University of California 
School of Medicine. 

* The triamcinolone was supplied through the 
courtesy of Dr. John T. Groel, Associate Medical 
Director, The Squibb Institute, New Brunswick, 
N. J. 

+ The National Psoriasis Research Association 
(Diane Mullins, Pres.) cooperated in contacting 
potential subjects. 
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Abrupt withdrawal of the drug resulted 
in a temporary bout of malaise in four of 
eight subjects, similar to that seen with 
administration of other steroids. In every 
instance the psoriatic patches promptly re- 
turned when the drug was stopped. While 
several subjects were alarmed at the 
rapidity of recurrence, none exfoliated, and 
all lesions eventually took on a chronic ap- 
pearance. 

In contrast, only 1 of the 12 subjects 
receiving 4 mg. daily experienced any ap- 
parent improvement. When the dose was 
increased to 8 mg. daily, only 2 of 7 sub- 
jects noted substantial clearing of psoriasis. 
As before, all gains were lost when the drug 
was discontinued. 

Ten subjects received only placebo 
therapy plus encouragement. Two of these 
definitely improved. It seems that sugges- 
tion and encouragement alone are as effec- 
tive as low doses of triamcinolone. 

The undesirable effects of triamcinolone 
in general were proportional to the dosage. 


Undesirable Effects of Triamcinolone 


Daily Dosage, Undesirable 
Mg. Subjects Effects 
16 12 6 
8 10 3 
4 12 0 


These undesirable effects included palpita- 
tions, muscle cramping, excessive flushing 
of the face, hyperhidrosis, polyuria, diz- 
ziness, and vague epigastric distress. In 
three of our subjects a combination 
of mental depression, lethargy, and muscle 
cramping necessitated premature with- 
drawal of the drug. In each instance the 
symptoms subsided promptly when triam- 
cinolone was stopped. One patient devel- 
oped deep pigmentation of the exposed areas 
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of the body and mild facial hirsutism while 
receiving 16 mg. daily. Side-effects were 
not related to clinical improvement. Abrupt 
withdrawal of the larger dosage caused 
temporary malaise and flu-like symptoms in 
four subjects. 

While most corticosteroids cause salt re- 
tention and weight gain, triamcinolone has 
the happy faculty of producing weight loss. 
This is not invariable and is usually related 
to dosage. Our subjects receiving 4 mg. 
daily noted essentially no reduction in 
weight. The most striking correlation in 
the series was between initial weight and 
degree of weight loss on triamcinolone; the 
most obese subjects lost the most weight. 
On the other hand, weight loss was not 
related to clinical improvement. 


Comment 


Obviously, triamcinolone is a potent drug 
for the treatment of psoriasis. Recalcitrant 
psoriatic plaques disappeared in 9 of 12 
subjects while they were on adequate doses. 
However, the drug can not be recommended 
for general treatment because (1) undesir- 
able physiological effects are common and 
(2) psoriasis nearly always recurs when the 
dose is reduced or discontinued. Further- 
more, any steroid administered over a 
long period of time may not be without 
danger to the patient. Nevertheless, tri- 
amcinolone should find a place in the treat- 
ment of psoriasis because in some subjects 
it is well tolerated and effective. It is 
very likely the initial steroid of choice 
for complicated, steroid-sensitive psoriasis. 
The patient’s response will then determine 
whether or not the drug can be continued 
and whether or not prolonged treatment is 
feasible. It is conceivable that, once having 
cleared the subject with triamcinolone, the 
recurring eruption will be more amenable 
to treatment by conventional means. 

The mechanism of action of triamcino- 
lone in psoriasis is not clear. It is doubtful 


Greenlee—E pstein 


that it possesses a specific anti-inflam- 
matory effect. Rather most authors,*” in- 
cluding ourselves, view its unique action 
as due to an unusual affinity of active 
material for the skin. Experiments to test 
the validity of this notion are currently 
under way. 


Summary 
Triamcinolone is evaluated as a therapeu- 
tic agent for chronic recalcitrant psoriasis 
in 34 patients under experimental condi- 
The that, while 


triamcinolone is a potent and valuable drug 


tions. results indicate 
in the treatment of psoriasis, its value is 
limited because of untoward reactions en- 
countered when effective doses are given 
and recurrences occur upon withdrawal of 
the agent. 

School of Medicine, University of California 
Medical Center (22) (Dr. Epstein). 
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Clinical Notes, New Instruments and ‘Techniques 


Disseminated Granuloma Annulare 


Report of a Case Treated with Chloroquine Phosphate (Aralen) 


EDWARD H. MANDEL, M.D., New York 


The literature has been reviewed, and there are 
no reports of treatment of disseminated granuloma 
annulare with chloroquine phosphate (Aralen). 

The therapy of 
is varied, and the response in each patient is un- 
predictable. A treatment induce 
immediate clearing of the lesions of one patient, 
whereas the identical treatment in another patient 
Super- 
ficial x-ray, intradermal injections of hydrocorti- 


localized granuloma annulare 


method of may 


will not affect the course of the eruption. 


sone or prednisolone, solid carbon dioxide (Dry 
Ice) applied to the lesions, scalpel incisions of the 


Submitted for publication Aug. 25, 1958. 
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papules, and punch biopsy of a papule have pro- 
duced involution of the eruption. Spontaneous re- 
mission can also occur. Disseminated granuloma 
annulare has been treated successfully with intra- 
muscular injections of either streptomycin’ or 
bismuth.? 


Report of Case 


A white man, aged 26, first noticed the appearance 
of skin lesions on his buttocks in April, 1956. 
Within one month other lesions appeared on his 
feet, arms, abdomen, and back. The systemic and 
past histories were negative. 

On physical examination on April 10, 1957, there 
was a generalized symmetrical eruption, which 
involved the buttocks, shoulders, lateral aspects of 
the lower extremities, the abdomen, and the volar 


Fig. 1.—Plaque lesion. 
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DISSEMINATED GRANULOMA ANNULARE 


Fig. 2.—Papular lesion. 


aspects of the forearms. Two types of lesions were 
present. Some lesions (Fig. 1) were hyperpig- 
mented, oval, solid plaques which were distributed 
on the thighs and on the feet, whereas others 
(Fig. 2) were discrete skin-colored papules of 
1 to 2 mm. in diameter. The latter type were present 
in large number (hundreds) over the back, chest, 
abdomen, buttocks, and upper extremities. 
Biopsy (Read by Drs. Wilbert and Perry Sachs). 
“The complete picture shows the presence of 
granular changes within the collagen. About these 
there is a reaction containing epitheloid cells. The 
epidermis shows no significant changes.” 
Microscopic Diagnosis—“Granuloma annulare.” 
Therapy.—\soniazid, 300 mg. daily, with 50 mg. 
of pyridoxine for one month. Calciferol (Vita- 
min Dez), 100,000 units daily, for one month. 
Grenz-ray, 0.028 mm. of aluminum, half-value layer, 
200 r, administered weekly. Maximum total dose 
received in any area, 800 r. The upper extremities, 
abdomen, and back were treated with this modality. 
Prednisone (Meticorten), 10 to 20 mg. daily, for 
three months. Injections of prednisolone ( Meti- 
cortelone), 12 mg. per injection, once a week for 
four weeks, were made into the skin overlying 
the right scapula and the skin of the volar aspect 
of the left wrist. The lesions flattened, and many 
disappeared. Several depigmented 
after the lesions had involuted. This treatment was 


Mandel 


sites became 


impractical for the of the entire 
eruption. 

On Nov. 4, 1957, chloroquine phosphate tablets, 
By Dec. 
On 


was no longer 


management 


250 mg., one twice a day, were started. 
9, 1957, the lesions had almost disappeared. 
Jan. 6, 1958, the skin eruption 
present. The chloroquine phosphate was stopped. 
On March 15, 1958, the patient noticed the ap- 
pearance of lesions buttocks upper 
extremities. Chloroquine phosphate 250 
mg., one twice a day, were taken again, and within 
one month the lesions disappeared. 


and 
tablets, 


on his 


Comment and Summary 


A case of disseminated granuloma annulare, re- 
sistant to various forms of therapy but responsive 
to chloroquine phosphate (Aralen) is presented. 
In view of the second response to treatment it is 
unlikely that the result is attributable to sponta- 


neous remission. 
532 Park Ave. (21). 
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Spring Supports for the Drive Shaft of Planing 


Machines 


MURRAY C. ZIMMERMAN, M.D., Whittier, Calif. 


The weight and drag of the flexible drive shaft 
on standard model planers, as well as vibration and 
“bucking” if the shaft is bent at much of an angle, 
have annoyed users of this equipment. 
drawbacks were previously overcome only by hav- 
ing an assistant hold up the flexible shaft to keep 
it relatively straight and weightless, immobilizing 
a nurse for as long as the planer was in use. Some 
new model planers incorporate a spring support 
holding up the shaft. A similar flexible spring 
support with 18-in. total projection is made to clamp 
on ironing boards to hold up the cord of a standard 


These 


home electric hand iron. Thirty seconds’ work 


with a pliers bends the end of one of these cord 
Submitted for publication Aug. 20, 1958. 
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Spring support for the 
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holders into a rough (about 1 in. diameter) circle 
to hold and guide the larger diameter flexible drive 
shaft of the planer. This is satisfactory, clamped 
on the stand of the planer * and/or on the operating 
table + near the patient’s head (see illustration). 

Three different brands of hand iron-cord holders, 
all slightly different but all satisfactory for this 
purpose, were shown to me by the first three small- 
town hardware stores I tried. They ranged in price 
between $1.00 and $2.00 and are apparently gen- 
erally obtainable. They might also be ordered from 
the manufacturer or for $1.50, C. O. D., from the 
Don Cameron Company, Medical Supplies Division, 
1054 Broxton Ave., Los Angeles 24. 


301 E. Hadley Ave. 


*Evertite Iron Cord Holder, Rich Household 
Products, Franklin Park, 
+ Kordtender, Jacob Auslander, Philadelphia 42. 
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Air Conditioning 


A Modern Method for the Transmission of Parasites 


ELMER R. GROSS, M.D., Wilmington, Del. 


The realization that progress begets diagnostic 
problems confronted me this spring and summer 
when, during visits with family friends, [| had 
occasion to treat their 7-year-old daughter for a 
textbook case of multiple bites. The clinical pic- 
ture was clear. She complained of itching at night 
and of being unable to sleep; a morning examina- 
tion revealed multiple urticarial papules with punc- 
tate centers, characterized by evanescent lesions. 


Submitted for publication Sept. 3, 1958. 


A cursory search of the child’s room at first was 


negative, but after a careful examination the 
mother noticed on the bed particles of dust which 
appeared to move. Under the microscope these 
“dust particles” proved to be bird lice, which had 
been sucked in through the duct of the room air 
conditioner trom a bird’s nest outside the window. 


Removal of the nest cleared the child’s condition. 


Medical Arts Bldg. (1). 
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Society ‘Transactions 


THE CLEVELAND DERMATOLOGICAL SOCIETY 


George M. Stroud, M.D., President 
John A. Kenney Jr., M.D., Secretary 
Robert Gardner, M.D., Reporter 


Feb. 27, 1958 
In Honor of Earl W. Netherton, M.D., Cleveland Clinic 


Granuloma Faciale (Eosinophilic). Presented by 

Dr. G. H. Curtis and Dr. D. J. Grant. 

A 39-year-old white man, employed as a type- 
writer repairman, was admitted to the Cleveland 
Clinic Hospital on Jan, 28, 1958. He complained 
of a lesion on the left cheek. It began as a small 
red pruritic spot just anterior to the ear and has 
been slowly enlarging. Alcoholic beverages seemed 
to produce swelling and increased erythema, but 
any effect from sunlight. 


he has not observed 


Previous therapy had consisted of solid carbon 
dioxide, liquid 
steroids. This treatment did not appear to be bene- 
ficial, as the lesion continued to enlarge. 

On the left cheek, anterior to the left ear and 
extending into the hairline of the temple, there is 


a sharply demarcated, dully erythematous, infiltrated 


nitrogen, and local injections of 


plaque. The surface has a mottled appearance due 
to irregular-shaped areas of depigmentation with 
slight atrophy. In the center is an almost dead- 
white area of atrophy and sclerosis. The follicles 
in the lesion are somewhat patulous. The system 
review was noncontributory. Physical examination 
was not performed. 

The Wassermann and Kahn 
negative. including 
urinalysis, blood sugar level, and blood cholesterol, 
were all within normal limits. X-ray examination 
of the skull, chest, and lungs was reported as 


reactions were 


Laboratory data, hemogram, 


normal. 

The histologic examination showed the epithelium 
to be intact and essentially normal. The corium 
contained a dense but patchy infiltrate, separated 
from the epithelium by a narrow clear zone. The 
infiltrate was pleomorphic and contained eosinophils, 
polymorphonuclear leukocytes, lymphocytes, and an 
cell. Impression: granuloma 


occasional — plasma 


faciale (eosinophilic ). 
Discussion 


Dr. Joun A. GAMMEL: I agree with the diagnosis 
the scattered 
areas of atrophy and sclerosis. In the not too distant 


of granuloma faciale. Unusual are 


past, similar lesions would have been diagnosed 
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sarcoid, or 
very 


lupus erythematosus, 
lymphocytoma. The picture is 
typical. The epithelium is intact and a clear zone 
infiltrate in the corium, 
polymorphonuclear leukocytes and 
with The 
changes in and around the blood vessels are not as 


clinically as 
histologic 
separates it from the 
consisting of 
eosinophils along some plasma cells. 
marked as in some cases reported. Pinkus (Arch. 
Dermat. & Syph. 61 :442-454 [March] 1950) sug- 
gested the term granuloma faciale with eosinophils 
to differentiate it from the reticuloeosinophil 
granulomas of skin and bone. 

A great deal of work has been done on eosino- 
philic granulomas since the end of World War II. 
When Weidman, in 1946, presented the subject in 
before the American 
Dermatological Association (Arch. Dermat. & 
Syph. 55:155-175 [Feb.] 1947), he classified the 
eosinophilic granulomas into idiopathic (leukotic ) 


his presidential address 


and symptomatic groups and enumerated 13 dif- 
ferent types. He pointed out that we are not deal- 
ing with an entity but only a histologic syndrome. 
that “eosinophilic 


granulomas” and not of “eosinophilic granuloma” 


He suggested we speak of 
as of one. Observations in the last 13 years have 
brought to light a multitude of facts but not a com- 
mon denominator. “Lipoid granulomatosis” covers 
a large group but is not all-inclusive. The pseudo- 
skin of 
parts of the body and mucous membranes—a term 


eosinophilic granulomas of the various 
coined by Pinkus--have been observed in connec- 
with 
deep mycoses, lymphosarcoma, Loeffler’s syndrome, 
orificial tuberculosis, erythema elevatum diutinum, 
and other basic diseases, such as diabetes insipidus. 


tion Hodgkin's disease, mycosis fungoides, 


Insect bites, too, may leave pseudoeosinophilic in - 
filtrates. Eosinophilia in the blood is rarely marked 
and often absent. 

The eosinophilic granuloma of the face should 
It attacks the healthy 
person, is limited to the face, and is not part of 


be separated from others. 


an internal disease. It is characterized by its 


chronicity and resistance to treatment, including 
radiation, except perhaps contact x-ray. The in- 
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filtrate is not lymphomatous but inflammatory. The 
numerous polymorphonuclear leukocytes are quite 
in contrast to its slow torpid course. The eosino- 
phils may be greatly increased in the early stages 
and missing entirely in old lesions. 

The eosinophil granuloma of the bone, first ob- 
served by Finzi, in 1929, usually clears up within 
the course of a year. There are now about 10 
cases on record where eosinophilic granuloma of 
the skin and bone were present simultaneously. 
In all patients except one there were multiple le- 
sions in both skeletal and integumental systems. 

Reticuloeosinophilic granulomas are seen in pa- 
tients with Abt-Letterer-Siwe disease and the 
reticuloendotheliosis of Hand-Schueller-Christian. 
Eosinophilic granulomas in children in the course of 
systemic diseases are rare and usually fatal. The 
eosinophilic granuloma of the bone goes through 
four stages and may show xanthomatous changes. 
Dr. Netherton, in 1944 ,reported the case of a wom- 
an with lupus erythematosis with superimposed 
xanthomatous infiltration. [| wonder if he has 
gone over his slides again after Lever (Arch. 
Dermat. & Syph. 55:200 [Feb.| 1947) raised the 
question whether his case was not eosinophilic 
granuloma. 

Lausecker (Ztschr. Haut. u. Geschlchtkrank. 22: 
329-334 [June] 1957) has recently given a good 
critical review on the status of these granulomas. 
The suggestion of Pinkus to divide them into 
reticuloeosinophilic and pseudoeosinophilic granu- 
lomas will probably stand until further observa- 
tions bring out more information as to etiology 
or basic disease. Up to now we feel justified to 
consider the eosinophilic granuloma of the face as 
an entity separate from others. 

Dr. JeroMe Z. Lirr: I should like to suggest a 
short course of therapy with chloraquine or Ata- 
brine. 

Dr. Earn W. Netuerton: Thank you, Dr. 
Gammel. In answer to your question about the 
case I reported, at the time we were studying that 
case I submitted a number of histological sections 
to Dr. Weidman. I had a communication from him 
later, and he asked me to go over the facts again; 
he did not recall whether or not there were any 
eosinophils. [| got them out, and there were none. 
The histological picture was not like this particu- 
lar case. It is interesting that you should mention 
it, because Dr. Weidman asked me to check on 
the same point you brought up. 


Dermatofibrosarcoma Protuberans. Presented by 
Dr. J. R. Hasertck and Dr. G. R. CAMPBELL 
A man, aged 71, was first seen in the Cleveland 

Clinic in July, 1957, with the complaint of urinary 

incontinence. He also stated that 10 or 12 years 

ago he had had a “growth” removed from the left 
scapular region. This healed, leaving a depressed 


sear. Since April, 1957, a protruding mass had 
been growing in that area. Family history was 
noncontributory. There is vague information that 
the patient had an injury to the left scapular area 
years before the appearance of the first mass 

Examination reveals a polypoid tumor 2 to 3 em 
in diameter on the left suprascapular area. It is 
firm and purplish-red in color and overlies the 
6X8 cm. indurated base. It appears to be super- 
ficially located. The prostate gland reveals a Grade 
IV enlargement. It is smooth, with no nodules 
apparent. The rest of the physical examination is 
negative. 

The blood cell count on admission showed the 
hemoglobin to be 12.6 gm.; leukocyte count, 7,050; 
cell volume, 40 ce. The urinalysis revealed the pH 
to be 7.0; specifie gravity, 1.015; albumin, 3+, 
with no sugar but many erythrocytes. The blood 
urea was 49 mg. per 100 ml.; serum phosphorus, 
3.8 mg.; acid phosphatase, 1.4 Bodansky units. A 
roentgenogram of the lungs revealed pulmonary 
metastases; adenomatosis and alveolar-cell car 
cinoma could not be excluded. There were fluid 
and an air cyst present in the lung. A roentgeno 
gram of the left shoulder revealed normal bony 
structure. 

Histologic study reveals a fibroblastic and per 
haps angiomatous tumor containing lipophages 
Histologically this fragment resembles dermato 
fibroma, but it is of greater depth than usual. Other 
angiomatous tumors and fibroblastic neoplasms 
would have to be excluded by further biopsy 

The lesion was treated with 2,400 r x-ray, given 
in 300 r doses, with no apparent regression 


Discussion 


Dr. Kart W. Neruerton: This patient was not 
here, but we would like to have the discussion 
anyway. 

Dr. Grorce BInkKLey: | was happy to see 
this demonstration. There need be no apologies for 
the absence of the patient, because the excellent 
photographs and the protocol present all the data. 

It has been twenty years since | studied this 
entity. To my knowledge, nothing new has been 
added. The lesions appear and develop slowly. The 
original report on this disease was by Darier and 
Ferrand, in 1924. After presenting four cases, 
they stated, “The lesions appear to have a predilec 
tion to pronounced siege, otherwise exclusive, for 
the skin of the anterior region of the abdomen 
and the neighboring inguinal regions.”  (Darier 
and Ferrand: Dermatofibromes, progressifs et 
ricidivants, 4nn. dermat. et svph. 5:545-562 |Oct.} 
1924.) My study showed that dermatofibrosarcoma 
is found to the right or the left of the midline, 
extending down the back, with an exceptional re 
port of a case of one each on a foot, the buttocks, 
and the penis. At this time, I believe these latter 
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cases are probably variants of sarcoma and that 
true dermatofibrosarcoma does have a strong tend- 
ency to localize at or near the mammary ridge. 
The case presented is on the extended mammary 
ridge. The prognosis in early dermatofibrosarcoma 


is good. If you have a good liaison with the 
surgeon, insist on wide and deep excision. 

Arthur Hertzler, as early as 1926, pointed out 
that this tumor, when inadequately handled by in- 
sufficient excision, would recur once or twice and, 
after 20 to 40 years, become much more extensive 
and metastasize. (Hertzler, A. E.: Fibrosarcoma 
Tumors of the Skin of the Trunk, Characterized 
by Attenuated Dermal Surfaces. Ann. Surg. 84: 
489-496 [Oct.| 1926.) This fact was reiterated by 
Mopper, in 1953. The histological findings of this 

struck me as being more aggressive than 
early dermatofibrosarcoma. In the cases I studied, 
the lesions were well circumscribed on the borders. 
Also, there were lacunae, which indicated a slowly 
growing tumor. This case shows more invasive- 
ness into the surrounding connective tissue. When 
we correlate these findings with the chest radio- 
graph, we suspect that this is one of the more 
aggressive dermatofibrosarcomas. 

Dr. Joun R. HasertcK: Do you think the pul- 
monary lesions are metastases of the dermatofibro- 
sarcoma protuberans ? 

Dr. Greorce W. Binktey: I do not know. I 
recall seeing lung radiographs in the 
previous reports. 

Dr. George H. Curtis: About four months ago 
I had the opportunity of seeing a Negro woman 
who had a dermatofibrosarcoma protuberans of the 
right lower quadrant, close to the inguinal region. 


do not 


Dr. Joun R. HaAsertcK: The protocol of this 
case was presented to the Histopathologic Round 
Table at the Academy of Dermatology, in Decem- 
ber, 1957. There is no doubt that he has dermato- 
fibrosarcoma protuberans, and there is no doubt 
that he has pulmonary metastases. The question 
then, as now, is whether there is a relationship be- 
tween the two conditions. The histologic picture 
of dermatofibrosarcoma protuberans is so benign 
that it is almost inconceivable that it could produce 
pulmonary metastases; yet Mopper and Binkley 
have both pointed out this possibility in the past. 
A biopsy of the lung would settle the question, 
of course, but his physical condition has been too 
poor to permit this study. 


Dermatomyositis: resented by Dr. J. R. Haser- 
cK and Dr. D. J. GRANT. 

A 10-year-old white boy was admitted to the 
Cleveland Clinic on Nov. 25, 1957, complaining of 
weakness, generalized muscle ache, difficulty in 
swallowing, and a rash on elbows, knees, face, and 
ankles. The patient was in good health until Oct. 
3, 1957, when he developed an influenza-like illness 
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with fever and general malaise. After four days 
of bed rest, the fever subsided and he returned to 
One week later he suddenly developed 
myalgia, first in his legs, then generalized. This 
was rapidly followed by marked weakness, most 
pronounced in the morning. In two days a rash 
appeared on the arms, elbows, and knees. After 
initial ambulatory treatment he was hospitalized 
elsewhere. A muscle biopsy revealed chronic non- 
specific interstitial myositis. After discharge, weak- 
ness persisted without, however, febrile episodes. 
The family history was noncontributory. 

The patient presented a pale and pasty appear- 
ance, with a faintly erythematous, maculopapular, 
eruption situated on slightly dark and 
thickened skin on the knees, face, knuckles, el- 
bows, and ankles. Physical examination disclosed 
a thin, small, well-developed boy with marked 
weakness but in no acute distress. His weight was 
67 \|b.; temperature, 98.2 F; blood pressure, 105/70. 
There was cyanosis of the finger tips. The right 
elbow was limited to 40 degrees of extension; his 
grip was very weak, and he demonstrated a slightly 
spastic walk, with an obvious attempt not to bear 
weight on his right heel. The reflexes were normal. 


school. 


The urinalysis was normal. The hemoglobin was 
13° gm.; cell volume, 40 cc.; leukocyte count, 
6,650, with 47% neutrophiles, 4% eosinophils, 45% 
lymphocytes, and 2% monocytes. The sedimenta- 
tion rate was normal. A fasting blood sugar was 
within normal limits. Wassermann and Kahn. re- 
actions were negative. The L. E. test was nega- 
tive. A 12-hour urine creatine was 272.1 mg., and 
the creatinine was 475.2 mg. X-ray of the chest 
was normal. An EMG was abnormal, with low 
voltages and fibrillation potentials. 

Histologic examination showed no evidence of 
fibrinoid degeneration. There was some slight in- 
vasion of the muscle tissue by polymorphonuclear 
leukocytes, and numerous small round cells were 
seen in the interstitial between muscle 
fibers. The muscle fibers are of normal size and 
shape. Cross striations are normal. Impression: 
chronic interstitial myositis, nonspecific. 


spaces, 


Therapy with Calcium Versenate was started on 
We 
administered 3 gm. in 1,000 cc. of dextrose solu- 
tion intravenously daily for sixteen days. At the 
end of this time, the patient was discharged, to 
continue the Calcium Versenate orally at home. 
This was administered orally, 1 gm. t. i. d. The 
child was last seen on Feb. 12, 1958, by which 
time he had returned to school and had regained 
his normal activity. The skin changes had dis- 
appeared, and the gastrocnemius tightness had been 


admission to the Cleveland Clinic Hospital. 


relieved, and so his gait had returned to normal. 
Calcium Versenate dosage was gradually reduced, 
so that by Feb. 12, 1958, the dose was 0.5 gm. 
daily. 
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Discussion 


Dr. Hersert H. JoHNSON, JR.: | do not propose to 
discuss this case in any detail, but I should report 
that this patient was seen in consultation on one 
occasion in another hospital about three months 
ago. The classical lesions of dermatomyositis, with 
elbow and knuckle erythema and atrophy, so char- 
acteristic of the condition, as well as the muscle 
weakness and tenderness, were present at that time. 
Seeing him now, it would be hard to believe that 
those lesions were there. There was no question 
about the diagnosis in my mind at the time. | 
should like to hear more about the therapy. 

Dr. Joun A. Kenney, Jr.: I should like to ask 
Dr. Haserick what his experience has been with 
cortisone in dermatomyositis. 

Dr. R. Haserick: | the 
rationality behind the use of the chelating agents 
in this group of diseases. It may have been an- 
other example of serendipity, in which case, if it 
fellow will come along and 
der- 


do not know 


works, some bright 
tell us why. With 
matomyositis, we have been inclined to reserve it 
for the severest cases of this disease. We do not 
feel that we get nearly as dramatic a response as 
We have in 
months. 


respect to cortisone in 


lupus erythematosus. 
many 


in systemic 
some cases maintained it for 
should say that we have had very few satisfactory 
results. We have had patients who are up and 
around, without taking any steroidal drugs, but 
unfortunately I can remember many who did very 
poorly. The Calcium Disodium Versenate is used 
when calcium depletion is not desired. 


Psoriasis (Treated with Aristocort). Presented 
by Dr. E. W. NetHerton and Dr. W. N. Davip- 
SON. 

A 56-year-old white man first came to the Cleve- 
land Clinic in 1952, with a history of skin diff- 


culty for 15 years. At this time he developed 
erythematous scaling plaques on the hands. Later 
the perianal region became involved. Previous 


treatment had consisted of numerous local medica- 
tions and ultraviolet light, which were of no ap- 
parent benefit. His past history revealed a peptic 
1952. 


On the initial examination, in 1952, there was 


ulcer in 


involvement of the hands and perianal area. There 
were small- to half-dollar-sized, well-defined, dull 
to-light-red raised plaques, with dry, mica-like 1m- 
bricated scales. On other plaques, the surfaces were 
granular. A few of the fingernails showed some 
separation from the nailbeds. There was a well- 
demarcated, light-red plaque surrounding the anus. 

Urinalysis, blood sugar level, and serology were 
normal. The blood cell count revealed 5,150 white 
cells, 12.5 gm. hemoglobin, and cell volume, 38 cc. 

Histologic examination shows the stratum cor- 
neum to be wavy, forming many follicular dells. 


A few 
inflammatory cells are seen in the stratum corneum, 
but 
The epidermis is extremely acanthotic. The rete 
pegs penetrate deeply into the corium. The epi- 
dermal plates are thin and vary from four to six 
cell layers. 


It is laminated and mostly parakeratotic. 


there are no clear-cut microabscesses noted. 


moderately heavy inflammatory 
reaction is noted in the papillae and to a lesser 
extent around the superficial vessels. The section 
is consistent with psoriasis but could also be a 
chronic localized neurodermatitis. 

Tar preparations helped the patient for a time. 
He was also benefited by a salicylic acid-ammoni- 
ated mercury ointment. Chloroquine was given for 
Anthralin 
ointment was found to irritate. The lesions cleared 


several months, with equivocal results. 


during a course of 10 superficial x-ray treatments 
of 75 r but recurred when this was discontinued. 
The patient received a course of 11 injections of 
colloidal without much im- 
provement: On Jan. 14, 1958, he was given Aristo- 
Within two weeks 
Since Feb. 11, 
1958, he has been taking two tablets every second 


1 cc. of manganese, 
cort, 4 mg. four times daily 
there was a marked improvement. 


day. 


Discussion 


Dr. Crype L. CuMMer: The reason for present- 
ing this patient is that he responded so well to 
Aristocort. I think it 
anybody to try to open the discussion on psoriasis, 
but factor here which makes this a 
really live subject. 
been a patient of mine for three years, from 1949 


would be rather trite for 
there is one 


The patient shown today had 


to 1952, and I tried practically everything on him, 
including painting the hands with tar, ultraviolet, 
and some x-ray. He did have a little improvement 
The appearance of this man today is striking, and 
I think that it is marvelous that there is a drug 
of this kind that 
here. I realize that it is premature to ask these 
but | would like to know the 
think of the length of can 
use this preparation and how 


would do what has been done 


questions, what 
time they 
the 


presenters 
long beneficial 
results may last. 

with Aristocort 


I think it is very fortunate that it was 


The problem of gastric ulcer 
comes up. 
not recognized that this man had a gastric ulcer 
and that the drug was started anyway, and ap 


parently he has tolerated it very nicely 


Dr. Grorce W. Binktey: think that Tri 
amcinolone is an effective suppressant in psoriasis 
According to J. L. Hollander’s report, the per 
centage of response is high. He reports success 
in 13 out of 17 cases of chronic psoriasis. The 
side-effects are not serious. Of course, there is 


salt depletion, in contrast to older steroids. In 
euphoria and accentuation of 
the 


stead of appetite, 


one may experience opposite effects. We 
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should warn our patients that they may feel fa- 
tigue or slight depression in the beginning of the 
course of Triamcinolone. The use of the drug is 
palliative; there is no question about that. It is 


like any other steroid. When you stop the drug, 


the patient will be vulnerable to relapse. But | 
think it has something to offer chronic inveterate 
psoriasis, for we have nothing that equals it. | 


plan to use it similarly to what has been outlined 
for this patient, beginning with four tablets a day 
for a week, and then decrease stepwise. If I can 
maintain my patient on 8 mg. per day or, as in 
this case, on 8 mg. every second day, I do not 
anticipate serious side-effects 

De A. L. Lemy: I 
three cases of generalized psoriasis, and | 
These patients 


have used Aristocort on 
was 
surprised by the rapid response. 
are on maintenance doses of 2 to 4 mg. of Aristo- 
cort daily. This 
therapy for a one-month period following a_be- 


maintenance dose has been the 
ginning dose of 12 mg. daily. 

De 
more fortunate to 
Netherton. | 
Philadelphia to put a damper on Aristocort. About 


I happen to be one of the 
under Dr. 


COSTELLO: 


have been trained 


hate to come all the way from 
a month ago, or perhaps a little later than that, 
there was an article in one of the Philadelphia 
that University of 


groups, 


one of the 
think 
work with 


papers, stating 


Pennsylvania under Hollander, 
had done a great Aristocort. 


This is a thing that has not been published as yet 


deal of 
and probably will be. As mentioned before, when 
the drug is stopped, the psoriasis does come back. 
However, | think their experience has been very 
much more re- 
when it 
recommend the 


discouraging, in that it is 
than it 
would 


very 
was before 
still 


treatment 
back. 


treatment. 


sistant to 
does come 
Goeckerman 

Dr. S. N. 
psoriasis but in a 
The patient was sensitive to the 


have not used it in 


severe case of angioneurotic 
edema and. hives. 
Aristocort itself and could not tolerate it) more 


than two or three days. | used it in severe contact 
dermatitis of the hands, in which everything else 
had been used, and the patient developed a severe 
diarrhea from the Aristocort. | used it in a case 
of mycosis fungoides, and the response was mirac- 
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ulous; the man really improved on the drug in one 
week’s time. 

Dr. Grorce M. Srroup: 
controlling several cases of psoriasis with Tri- 
amcinolone. Although I have not taken the oppor- 
tunity to compare the effects of Triamcinolone 
and 6-methyl-prednisolone (Medrol), I noticed that 
in the January, 1958, issue of Metabolism, Dirai- 
mondo and Forsham mention that 6-methyl- 
prednisolone was 25% more anti-inflammatory, on 
the basis of its corticotropin-suppressing activity 
and results based on clinical usage. 

Dr. RutH R. RauscuKo.s: | have had one pa- 
tient, who has had much trouble, whom I 
treated with Aristocort. We planned Goeckerman 
treatment for her, but patch-testing showed marked 
sensitivity to tar. She was frantic, and we put her 
on Medrol, at first with some improvement, and 
Aristocort. I have four 
times, and her response to the Aristocort is defi- 


| have had success in 


have 


then on reversed her 
nitely superior. 

Dr. Joun R. HaAsericx: 
now about the powerful effect of Triamcinolone 


There is no question 


in the treatment of psoriasis. It is of interest that, 
despite its potency when administered systemically, 
it is ineffective in psoriasis when applied locally. At 
this time | would like to report on a patient who 
developed a large duodenal ulcer two and one-half 
weeks after Triamcinolone was started. This man 
1953, and at no 
time has he ever had gastrointestinal manifesta- 


has been under my care since 


tions. He was so grateful for the improvement 

in his pustular psoriasis of the palms that he con- 

tinued to take the without 

knowledge, and despite our warnings. 

Scleroderma, Localized. Presented by Dr. J. R. 
and Dr. G. R. CAMPBELL. 

Keratosis Follicularis. Therapeutic Suggestions? 
by Dr. J. R. Hasericx and Dr. W. N. Davipson. 

Necrobiosis Lipoidiea. Presented by Dr. E. W. Netuer 
Ton and Dr. D. J. Grant. 

Urticaria Pigmentosa 
J. R. Hasericx and Dr. D. J. Grant. 

A Case for Diagnosis: (Scleroderma?) 
K. H. Burpick 

Acrosclerosis, 
Grorce H., 


Triamcinolone our 
HaAserIck 
Presented 
(Nodular Type). Presented by Dkr 
Presented by Dr 


Presented by Dr. 
Davipson. 


with Severe Vasospasm. 
Curtis and Dr. W. N. 
Cylindroma, Neurofibromatosis(?) 
E. W. Neruerton and Dr. G. R. 
Hypertensive Ischemic Uleers of the Legs. 
Dr. Georce H. Curtis. 


Presented by Dkr 
CAMPBELL. 
Presented by 


| 
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Benign Hemosiderosis. I’resented by Dr. F. R. 

MENAGH. 

Dr. James R. Roctn: I should like to take this 
opportunity to point out that the diagnosis “benign 
hemosiderosis” is representative of one of the most 
confused groupings in dermatological nomenclature. 

Let us examine the various entities in this group, 
as well as their formidable, confusing,’ and, in 
many instances, entirely meaningless names. First, 
“a peculiar pro- 
true that 
the disorder is really “peculiar” in that it can be 


there is Schamberg’s disease, or 
gressive pigmentary dermatosis.” Is it 


differentiated completely from the other disorders 
in this group? I believe that it can not be so dis- 
tinguished. The next word in the title, “progres- 


sive,” is also meaningless, since all the other 
disorders in this group are also “progressive.” The 
word “pigmentary” gives no clue that the pigment 
is of hemosiderin origin as contrasted to melanin 
or other types of pigment in the skin. 

The second member of this group of diseases 
is Hutchinson’s disease, or angioma serpiginosum. 
Actually, although this disorder is included in the 
“pigmented purpuric eruptions” the lesions are not 
purpuric but are, rather, punctate angiomatous 
lesions which, microscopically, show no diapedesis 
of the blood cells and no deposits of hemosiderin. 
The titles become progressively more formidable, 
since the third member of this group is known as 
Majocchi’s disease, or purpura annularis telan- 
follicularis 
Clinically, the lesions may be telangiectatic, pur- 


giectodes or telangiectasia annulata. 
puric, atrophic, and, rarely, ulcerated. 

The last 
Gougerot-Blum 
lichenoid angiosclereux 
prurigineux avec elements lichenoides ! 


member of this group is known as 


disease, or pigmented  purpuric 


dermatitis or purpura 
In this dis- 
order, pruritus is usually very pronounced and the 
papules become lichenoid as a result of chronic 
scratching. 

Microscopic examination does not clarify the 
issue in most cases. In all, the epidermis is normal 
and the significant changes occur in the cutis, 
where the capillaries are usually increased in size 
and in numbers and frequently changed in shape. 
The arterioles may be thickened and occasionally 
obliterated. Diapedesis of blood cells and hemo- 
siderin deposits are common to all, with the excep- 
tion of angioma serpiginosum, where _ these 
characteristics are absent, and perhaps for this 
reason angioma serpiginosum should not be included 


in this group. 


To confuse the issue still further, | am sure that 
most of the members in this audience today have 
seen purpuric eruptions due to drugs or accom 
panying stasis of the legs that are indistinguishable 
clinically from these so-called “entities.” 

A stasis inadequacy seems common to all of these 
disorders and no demonstrable hematologic defects 
are found in any, 

I should like to support completely the plea of 
Randall, Kierland, and Montgomery, who, in 1951, 
suggested that the entire group be lumped together 
as “pigmented purpuric eruptions.” 
Montgomery's textbook 


senseless 


However, in 
still 
separation of 
these disorders with their accompanying ridiculous 
nomenclature. My deepest sympathies are extended 
to the young men who are in training today and 
who must, I am afraid, still plan to hurdle these 


most recent there 


exists the artificial and 


inane obstacles on their Board examinations! 


Acne Conglobata with Septicemia (?). Pre 
sented by Dr. Roperr E. Burns and Dr. JAMES 
M. CoLvILLe (by invitation) 


A 16-year-old white male high school student 
had had mild acne of the chest and back for one 
year. During the football season of 1957, the chest 
and back lesions became more acute. The boy was 
an amateur taxidermist, and during the fall he 
worked with a deer carcass 

Treatment by his local dermatologist consisted 
After 
sulfisomidine 


of low-fat diet, sulfur lotion, and thyroid. 
an increase in the 


acne lesions 


(Elkosin, Ciba) was prescribed. The lesions con 
tinued to appear with increasing severity, and by 
January, 1958, they were frankly conglobate. He 
developed febrile reactions, with temperature as 
high as 103 F, and complained of joint and muscle 


pains. 


He was admitted to his local hospital. There, 
repeated blood cultures and routine laboratory ex 
aminations were normal. Internists in consultation 
Chloram 
phenicol, novobiocin, tetracycline, sulfadiazine, and 
ristocetin 
without 


found no localizing noncutaneous signs. 


administered in full doses but 


benefit. He 


were 
transferred to Henry 


31, 1958 


was 
Ford Hospital on Jan 

On admission, numerous conglobate lesions of 
back 
Those on the chest were particularly deep and con 
fluent, 


acne were found on the face, chest, and 


with a gelatinous material filling each 


ulcerated lesion surmounting which was a thick en 
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crustation, The slightest touch produced excruciat- 
ing pain. 

Laboratory examinations revealed Hb. 10.0 gm., 
W. B. C. 12,850. Differential count revealed 
polymorphonuclears 79%, eosinophils 3%, lympho- 
cytes 16%, monocytes 4%. Platelets were of ade- 
quate numbers. Urinalysis showed an occasional 
granular cast but was otherwise normal. Serum 
electrophoretic studies showed total protein 
6.6 gm., with albumin 27% and globulins as follows: 
a 9%, a2 21%, B 20%, y 23%. Skeletal x-rays 
showed diffuse demineralization. Chest x-ray was 
normal. The following tests were normal: S. T. S., 
peripheral L. E. test, Coombs test, N. P. N,, 
creatinine, A. S. ©. titer. Agglutination tests for 
typhoid, paratyphoid A and B, brucellosis, and 
psittacosis were negative. 

Skin tests to various fungi and to tubercle 
bacillus were negative. Aerobic skin cultures grew 
a few hemolytic, coagulase-positive Staphylococcus 
pyogenes var. aureus, sensitive only to erythromy- 
cin and neomycin, Anaerobic cultures produced a 
Gram-positive diphtheroid organism eventually 
isolated as probable Corynebacterium acnes. Re- 
peated blood cultures were consistently negative. 
A biopsy specimen of an acne pustule contributed 
no new information. Cultures and special stains 
of this tissue were negative for bacteria and fungi. 

Treatment consisted of supportive measures, 
including repeated transfusions. Local compresses 
of various types and antibiotic ointments were 
utilized. Aqueous penicillin, 1,000,000 units I. M. 
q. 2 h. and 4,000,000 1. V. b.i.d., was given from 
Feb. 15, 1958, to March 3, 1958, when it was dis- 
continued because of the appearance of urticaria. 
The temperature leveled off and, following the 
completion of the treatment, remained low with 
swings to 99.6 F. 

Dr. Ropert FE. Burns: Dr. J. M. Colville has 
a special interest in systemic bacterial infections 
and gave us great help in this problem. 

Dr. JAMES M. CoLviLLe (by invitation) When 
we first saw this patient he was septic and appeared 
to be going down hill. We agreed that the skin 
itself could not account very well for the entire 
picture of this boy’s illness. The degree of toxicity, 
the anemia, and the arthralgias all suggested a 
generalized disease, probably sepsis. We made 
some very aggressive attempts at isolating organ- 
isms from the blood, including several bone marrow 
cultures, as well as many venous blood cultures. 
Unfortunately, these studies were singularly un- 
rewarding. We then turned our attention to the 
bacteriological flora of the skin lesions. This was 
done by isolating several of the new lesions and 
doing stab cultures of these lesions. Two organisms 
were isolated. One was a Gram-positive rod and 
the other was a Gram-positive coccus. The latter 
organism was identified as a coagulase-positive 
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hemolytic S. pyogenes var. aureus. It was penicillin- 
and tetracycline-resistant, the type we usually 
associate with hospital infections occurring in per- 
sons who have received previous antimicrobial 
agents. The Gram-positive rod was identified as 
either Erysipelothrix or C. acnes and was. sensi- 
tive to penicillin. In the literature one can find 
descriptions of Erysipelothrix causing skin lesions, 
arthralgias, and endocarditis. On the basis of the 
clinical picture and the failure to isolate staphylo- 
cocci from the blood, we felt that there was at 
least a possibility that the Gram-positive rod was 
significant. We treated him with very large doses 
of penicillin, and there occurred a rather gradual 
fall in his temperature and visible, however far 
from complete, improvement of the skin lesions. 
We have not as of today isolated this organism 
from his blood. Penicillin was discontinued because 
the patient developed a sensitivity to the agent. He 
was placed on diphenhydramine (Benadryl), and 
now continues to run a low-grade fever. I am 
afraid we have not shed much light actually on 
the case, but I think he is improving. We have 
never been able to fix this as a staphylococcal 
sepsis. However, it could be one in spite of the 
fact we have not isolated this organism from the 
blood because they do occur in an intracellular 
position and may remain hidden for long periods of 
time. 

Dr. CLARENCE S. Livincoop, Detroit: What are 
the other differential diagnosis possibilities ? 

Dr. JAMes M. certainly think, as 
your group suggested, that a collagen disease has to 
be considered. I do not know whether this skin 
lesion is compatible with a collagen disease. 

Dr. CLARENCE S, Livincoop: Well, no, but it 
is probably as compatible as it is with septicemia. 

Dr. ArrHur C. Curtis, Ann Arbor: How do 
you explain the arthralgia which came on with 
reduction in temperature and fall in white count ? 

Dr. JAMES M. Cotvitite: Actually, this symptom 
is no longer present. It was present only when he 
was running a septic course. As a matter of fact, 
he is feeling very well now. We have never seen 
a hot joint on this boy. 

Dr. Roperr E. Burns: It is purely a_philo- 
sophical approach, but one sometimes wonders if 
these severe skin lesions could be in the nature of 
a Schwartzman phenomenon associated with sepsis 
elsewhere. 

Dr. R. RicHarp Harrett, Ann Arbor: A similar 
case, though perhaps not so severe a one, came 
under our care some months ago. He had severe 
ulcerations and some fever but no myalgias or 
arthralgias. Tremendous benefit was obtained by 
curetting the ulcerated lesions under general anes- 
thesia, This was carried out on Dr. Curtis’ advice. 

[AppenpUM: Dr. Harrell’s suggestion was later 
acted upon with distinct benefit to the patient. His 
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general health improved, though pustular acne 

lesions continued to appear. Debrided ulcerative 

areas of the chest wall have healed slowly, and 

skin grafting is anticipated. | 

Idiopathie Atrophoderma of Pasini 
sented by Dr. C. S. Livincoop. 

I i ia Pig i. Presented by Dr. R. P. 
(by invitation). 


and Pierini. 
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Diffuse “Collagen” Disease. Presented by Dr. C. S. Livin 
GooD. 

Ulerythema Ophryogenes. Presented by Dr. C. S. Livin- 
GOOD. 

Multiple Epitheliomata. Presented by Dr. R. EF. Burns. 
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Hypertrophic Lichen Planus? Mycosis Fun- 
goides? Presented by Dr. Carrott F. BurRGooN 
and Dr. JosepH S. Harun (by invitation), 

A Negro man, aged 48, presented generalized 
reticulated hypo- and hyperpigmented, large, 
plaque-like lesions with a grayish hue on the face 
and pretibial regions. The patient’s previous lesions 
of the mouth and genital regions have now cleared. 
The patient was hospitalized at the Philadelphia 
General Hospital in November, 1956, with a gen- 
eralized pruritic eruption, and from Jan. 30, 1957, 
to May 24, 1957. 
lichen planus. 

The patient has been treated at the Philadelphia 
General Hospital for five months with a generalized 


The diagnosis was hypertrophic 


pruritic eruption which has since regressed, leaving 
residual lesions of the perioral, malar, and perior- 
bital regions. 

On admission a vear ago, medical examination 
disclosed generalized lymphadenopathy ; otherwise, 
the general physical examination was negative 

Blood revealed 12.4 gm. hemoglobin. The liver 
profile was normal, The albumin-globulin ratio was 
4.7:2.6. The 


nonreactive. 


serologic tests for syphilis were 


The electrocardiogram was normal 


Barium enema and examination of the upper 


gastrointestinal tract were negative. Blood calcium 
was 10.0 me. %. 

The report on the biopsy specimen from a lymph 
node was “dermatopathic lymphadenopathy.” The 
reports of skin biopsies were as follows: On Feb 
4, 1957, exfoliative dermatitis; on Feb. 12, 1957, 
nonspecific dermatitis; on April 8, April 9, 
April 22, 1957, lichen planus. The 
biopsy specimen taken from the tongue on April 
22, 1957, was lichen planus. 

The patient was treated during May, 1957, with 


and 
report on a 


corticosteroids without improvement; with super- 


Lupus Erythematosus (?). Presented by Dr. F. R. Menacu 
and Dr. B. M. Hamit (by invitation). 

Lichen Nitidus—Generalized. Presented by Dr. C. S. 
LivinGoop. 

Subcorneal Pustular Dermatosis (Sneddon and Wilkinson). 
Presented by Dr. R. E. Burns. 


Stasis Uleer——A Therapeutic Approach. [resented by Dr 


Joseru BENINSON. 

Melanoma of Face. Presented by Dr. EuGene A. Hanp, 
Saginaw. 

Rosacea with Rhinophyma. Presented by Dr. Eucene A 


Hanp, Saginaw. 


Epidermolysis Bullosa. Presented by Dr. C. S. Livincoop 


ficial roentgen ray to ankles, shoulders, and face 
from June to Aug., 1957, intermittently, with re 
mission of the lesions 


Discussion 


Dr. J. M. ScutrpKraut, Trenton, N. J.: That 
has all the earmarks of hypertrophic lichen planus, 
but it is rather unusual for it to run together into 
large plaques, especially on the face. I have never 


seen lesions so extensive. This might be going 
into mycosis fungoides, although I do not remem 
ber ever seeing a case of lichen planus that de 
veloped into mycosis fungoides. 

Dr. MarGarer Gray Woop: Histologically, this 
The have 


been interpreted as lichen planus are entirely con 


is mycosis fungoides sections which 


sistent with poikiloderma. This patient has mycosis 
fungoides with associated poikiloderma 

Dr. Arpert M. KLiGMAN: It 
all the views can be composed, because mycosis 


seems to me that 


fungoides is not a disease sut generis but a com 
plication of a long-standing preexisting condition 
lichen planus, parapsoriasis, and neurodermatitis 
This man could very well have had lichen planus 
to begin with which has now finally degenerated 
into a neoplastic process 
Dr. HERMAN BEERMAN: 
Thomas and I searched the literature for references 


Some years ago Dt 
to various premycotic diseases, and | cannot recall 
lichen planus among them, and so if this gets into 
the record, I request that Dr. Kligman supply us 
with documentation. [| believe many of these pa 
tients receive erroneous diagnoses in the beginning ; 
they are mycosis fungoides from the start, and we 
are unable, by means, to recogmize 
them. Dr. Fanburg had a patient in 


category who had a dozen biopsies before one ot 


our present 


this same 


the specimens showed mycosis fungoides 
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Dr. M. KLiGMAN: have no documenta- 
tion, but if one looks through the literature and 
talks to men of experience one hears that persons 
who eventually develop mycosis fungoides have 
received various diagnoses, among which have been 
psoriasis. Premycotic 


lichen planus and 


mycosis fungoides is not a definitive diagnosis. It 


even 
is a disease of varying categories, some known 
and some unknown, which eventually degenerate. 
Dr. IRA L. SCHAMBERG: I agree with Dr. Klig- 
man’s concept of this condition. It is a fascinating 
thing that 
poikiloderma, 


a variety of diseases—erythroderma, 
after many 
years, eventuate in this malignant condition, which 


parapsoriasis—may, 


frequently at autopsy is diagnosed by the general 
pathologist as leukemia or lymphoma. 


Facial Hemiatrophy? Scleroderma? Herniated 
Nucleus Pulposus L 4-5. Presented by Capt. 
James H. Lockwoop (MC), U. S.N. 

white well and 
nourished, with no apparent illness, presented over 


man, aged 20, developed 
the forehead, on the side of the nose, and on the 
temple on the left patchy areas of atrophy causing 
the skin to have a wrinkled appearance. The lesion 
did not extend above the hairline, and the eyebrow 
was not involved. There was associated total anes- 
thesia. The patient had the usual childhood illnesses 
without complications or sequelae, In 1954, he sus- 
tained a low back injury while playing football, 
with pain over the lower back and the right leg in 
the distribution of the right sciatic nerve. 
with bed with 
symptoms, but he has had occasional back and right 
In May or June, 1957, he had in- 
over the left side of 


He was 
treated rest, relief of the acute 
leg pain since. 
sidious onset of “numbness” 
followed by loss of sweating and 
gradually progressive wrinkling of the skin in 
same area during the ensuing two or three weeks. 
The “numbness” gradually progressed to total anes- 


his forehead, 
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thesia over the distribution of the ophthalmic di- 
vision of the left trigeminal nerve. Two to three 
months later he first noted recurring sharp, stab- 
bing retro-orbital pain behind the left eye. About 
four months after the onset of his present illness, 
he had a febrile illness, with sore throat, rhinor- 
rhea, and general malaise, diagnosed as “flu,” for 
which he was treated with various antibiotics, in- 


cluding penicillin, At that time he was first noted 


to have a miotic pupil on the left. His visual acuity 
at that time was 20/30 O. S. Two to three weeks 
later he began having gradual diminution of his 
visual acuity in the left eye, and early in January, 
1958, he awoke one morning to find that he was 
totally blind in the left eye, except for the ability 
to perceive light. There has been very little sub- 


jective change since January, 1958, except for 
gradual extension of the area of anesthesia, loss 
of sweating, and wrinkling of the skin on the left 
side of the nose and the left temple. 

In addition to the above findings, there were 
corneal anesthesia, miosis, and amaurosis of the 
left eye. Over the lateral aspect of the right leg 
there was hypesthesia from the iliac crest down to 
and including the foot. This latter finding was 
interpreted as due to a herniated nucleus pulposus 
between L4 and L5 as a result of the football 
injury in 1954. The remainder of the physical 
examination was essentially within normal limits. 
Vestibular-function tests showed absent rotatory 
component to nystagmus on the left. 

The following studies 
studies were all within normal limits: Complete 
blood cell count; urinalysis, erythrocyte sedimenta- 
tion rate; blood nitrogen; fasting blood 
sugar; total protein and albumin-globulin ratio; 
acid phosphatase; alkaline phosphates; VDRL; 
spinal fluid examination; roentgenograms of the 
chest, skull, and cervical and lumbar spine, and 
left carotid arteriogram. A pneumoencephalogram 
was unsatisfactory, owing to inadequate filling of 


laboratory and x-ray 


urea 


the ventricles. 

Reports on biopsy specimens were as follows: 

Jan. 13, 1958, U. S. Naval Hospital, Camp Le 
Jeune: Skin of forehead showed atrophy of skin 
and fibrosis of dermis but was interpreted as 
insufficient for a diagnosis of scleroderma. 

March 4, 1958, U. S. Naval Hospital, Philadel- 
phia: Interpreted by Dr. Herman Beerman as 
possible scleroderma. 

April 11, 1958, U. S. Naval Phila- 
delphia: Biopsy including both normal and abnor- 


Hospital, 


mal skin of forehead diagnosed as scleroderma. 
No treatment has been given at this time. 


Discussion 


Lr. DonALD Baxter (MC) U. S. N.: This en- 
tity was reviewed in the English literature by 
Archambault and Fromm, in 1932. At that time 


: 
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there had been 400 cases of facial hemiatrophy re- 
ported; since then there have been about 23 re- 
ported, The entity seems to comprise a variety 
of clinical types, the etiology of which is not 
thoroughly understood. It seems to develop most 
frequently in the second decade. The disease may 
start at any point on the face and may progress 
to total facial hemiatrophy or even extend beyond 
the face or stop at any point. Osborne, in 1922, 
reviewed the literature for cases associated with 
morphea or morphea-like lesions. Of some 400 
cases in the literature, only eight cases were found 
to coexist with morphea. We feel that our biopsies 
on this patient certainly suggest scleroderma. Dr. 
RBeerman has reviewed the slides and might wish 
to comment on them. The most frequently recog- 
nized mechanism in facial hemiatrophy is a lesion 
of the sympathetic nervous system. Our patient 
certainly shows some evidence of sympathetic in- 
volvement. He has a miotic pupil and absence 
of sweating on the affected side, but he presents 
several things that are somewhat of a_ problem. 
The blindness of the left eye and total anesthesia 
of the ophthalmic division of the left trigeminal 
nerve now spreading in the maxillary division are 
difficult to explain on the basis of a lesion of 
the sympathetic nervous system. 

Dr. JoHN P. Scutty, Reading, Pa.: Is there 
any reason to suspect that this man has a brain 
tumor ? 

Lr. Donatp Baxter (MC) U.S. N. (by invita- 
tion): He has been fairly thoroughly studied by 
the Neurological Service. There is no indication 
that there is a brain tumor. 
gram was attempted but was unsatisfactory due to 
unsatisfactory filling of the ventricles. There is 
no other evidence to suggest a brain tumor, and 
the peripheral lesions he has are of such a diverse 
nature that it would be difficult to pin them down 
to any single central nervous system lesion. Dr. 


pneumoencephalo- 


Alpers says the lesion is peripheral rather than 
central. 
Dr. Herpert M. Leavitt, Easton, Pa.: The 


lesion is clearly in the peripheral portion of the 
fifth nerve; the seventh nerve seems to be skipped; 
the eighth is involved, and then, of course, there 
is the blindness and the left 
What do they think of the possibility of some type 
some fibrotic thickening, 


amaurosis of eye. 


of meningitic process, 
perhaps involving certain nerves and not others ? 
Lr. Donatp Baxter (MC) U. §. N. (by invi 
tation): It would be difficult to explain the sym- 
pathetic involvement on the basis of a meningitic 
mechanism. Archambault and Fromm, in_ their 
review of the literature, found that there were 
many patients who did show anesthesia of the 
affected area, This has developed since he came 


on active duty. 


Dr. Ira L. ScHAMBERG: Has there ever been 
a reported case of blindness in facial hemiatrophy ? 

Lr. Donatp Baxter (MC) U.S. N. (by invi- 
tation) : Barber listed several cases in his report 
in 1922 and Archambault, in 1932. Nothing was 
mentioned as to the pathogenesis. 

Dr. Acpert M. KiiGMAN: Had he a_ herpes 
zoster? This facial lesion is not typical of hemiat- 
rophy. It is a rather superficial lesion of the skin, 
and hemiatrophy is not particularly a neurological 
disorder. 

Carr, JAMES H. Lockwoop (MC) N.: 1 
think it can be explained by the fact that we are 
seeing this in a very early stage. In the next few 
involvement. It is not 
other 


more 
think we 


years we shall see 


extensive now, but I shall see 

organs and other tissues involved as time goes on. 

Dr. J. M. ScuitpkraAut, Trenton, N. J.: 1 did 
not see too much atrophy, and the patch on the 
forehead seemed to have a dead-white appearance 
and comedone lesions resembling lichen sclerosus 
et atrophicus. 

Dr. Louts Jarre: Did this man have any café 
au lait spots? 

1. Neurofibromatosis—Cutis Laxa Left Lower 
Extremity. 2. Congenital Heart Disease—Pul- 
monary Stenosis. Presented by Dr. CAarroie 
F. BurGoon and (by invitation) Dr. Josern S. 
HARUN. 

A white man, aged 25, presented multiple flat 
to pedunculated — fleshy more 
prominently on the anterior and posterior trunk, 
The left lower 


lesions, present 
associated with café au lait spots 
extremity was markedly enlarged up to and in- 
cluding the gluteal region. The patient has con- 
genital heart disease and pulmonary stenosis. He 
has had swelling of the left leg since childhood. 
He has been admitted to the Philadelphia General 
Hospital three times and states that he has had 
cutaneous lesions and swelling of his left leg as 
far back as he can remember. In November, 1957, 
his left leg began to drain, which prompted his 


first admission. This third time he has been 
admitted for surgery to his left leg 
Medical examination revealed a harsh Grade 4 


pulmonary systolic murmur with a palpable thrill. 
11.1 gm The blood 
% and blood urea nitrogen 10 


Blood showed hemoglobin 
sugar was 94 mg 
mg. %. The urinalysis was within normal limits 
The electrocardiogram showed a right axis devia- 
tion and right ventricular hypertrophy. Roentgeno 


gram of a tumor mass in the left leg showed a 
possible plexiform neuroma. 

The report on the biopsy of mass removed from 
the left lower extremity on March 5, 1958, was 
neurofibroma. 

The patient has been treated with tetracycline, 
four times a day, and 600,000 units of 


12h 


250 mg. 
penicillin q 


155/365 


ifs 
an 
= 


Discussion 

Dr. THomas Burrerwortu, Reading, Pa.: The 
proper name for this is elephantiasis neuromatosa, 
but I agree with the presenter’s diagnosis. The 
leg is beginning to smell bad, but if you try to 
cut it off, you may have a death on the operating 
table, and if you miss that, you may stir up a 
neurofibrosarcoma. [I do not know what to do. 

Dr. Joun FE. GerMan, Reading Pa.: That 
boy also has cutis hyperelastica with a subcutaneous 
nodule on the underside of his right forearm, and 
the joints of his fingers are very flexible. It is 
very multiple dermatological 
anomalies, and the discovery of one alone should 


common to see 


not preclude full examination of the patient. 
Presented by Dr. Car- 
Harun 


Mycosis Fungoides: Tumor Stage. 
ROLL F. Burcoon and (by invitation) Dr. J. S. 
and Dr. R. Restriro. 

A Case for Di is: Pul 
Contracture, Bilaterally; Left 


y Emphysema. Dupuytren’s 

Hemiparesis; Seborrheic 
Keratoses; Secondary Syphilis. Presented by Dr. Ira L. 
SCHAMBERG, 

Sarcoidosis. Presented by Dr. F. 
J. S. Harun (by invitation), and Dr. 


Burcoon, Dr. 
R. ReEstiro. 
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Necrobiosis Lipoidica Diabeticorum with Alo- 
pecia Showing Sarcoid-like Reaction. Pre- 
sented by Cor. M. Wititams (MC), 
U. S. Army. 

A 35-year-old pregnant woman developed lesions 
over the anterior surfaces of both legs two years 
ago. Multiple lesions appeared within three months. 
In March, 1957, a small bald spot was found in 
the scalp, which rapidly enlarged to its present 
size of 4&8 cm. In July, 1957, in the left parietal 
region a second area of alopecia started, which is 
now 3X4 cm. 

There are numerous discrete and confluent, 
slightly depressed, oval-shaped plaques over both 
shins (Fig. 1). These have a smooth surface and 
a translucent, slightly yellowish appearance. In 
the scalp are two large areas of alopecia, one in the 
superior occipital and one in the left parietal 
region (Fig. 2). The scalp in these lesions is thin, 
atrophic, yellowish red, smooth, and covered with 
telangiectatic vessels. 

Of two glucose-tolerance curves, one was flat 
and one showed a slightly lowered renal threshold, 
two-hour 
%. 


as occasionally found in pregnancy. A 


postprandial blood-glucose level was 117 mg. 
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Dermatitis Herpetiformis, Presented by Dr. Carroii F. 
Burcoon, Dr. J. S. Harun (by invitation), and Dr. 
R. Restiro. 

Superficial Epitheliomatosis: 
Prostatic Hypertrophy; Chronic Brain Syndrome. Pre- 
sented by Dr. Carrot, F. Burcoon and Dr. J. S. 
Harun (by invitation). 

Congenital 
by Capt. J. H. 


Purpura—Etiology? Benign 


Keratoderma: Palms and Soles. Presented 

Lockwoop (MC) U. S. N. 

Seeondary Syphilis; Tinea Versicolor; Condyloma Lata. 
Presented by Dr. Carrort F. Burcoon, Dr. J. S. 
Harun (by invitation), and Dr. R. ReEstiro. 

Linear Naevus; Vesicular, Presented by Dr. 
MAHONEY. 

Lupus Erythematosus: Chronic Disceoid Type. Presented 
by Dr. Carrot, F. Burcoon, Dr. J. S. Harun (by 
invitation), and Dr. R. Restiro. 

Nodular Vasculitis: Probable Collagen Disease; Question 
of Relationship to Lupus Erythematosus or 
Variant Between Rheumatic Fever-Folyarteritis. Pre- 
sented by Dr. Joun P. Scurry, Reading, Pa. 

Pityriasis Lichenoides of Juliusberg: 
Report—Clearing Progressively Until Four Days 
Presented by Dr. Joun P. Scurry, Reading, Pa. 

Pityriasis Lichenoides et Varioliformis Acuta: Intercurrent 
Episodes of Pityriasis Rosea and Varicella. Presented 
by Dr. Louis Harre, Pottstown, Pa. and Dr. ArtHUR 
F. Mann (by invitation). 


MARGARET 


Actual 


Interim 
Ago. 


Chronica 


Fig. 1 (Case 1).—Necrobiosis diabeticorum, legs 
(U.S. Army photograph). 
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The total serum protein was 5.5 gm.; albumin, 
2.2 gm.; globulin, 3.3 gm., with a ratio of 1:1.5. 
The first strength PPD was questionable; second 
strength, strongly positive. A chest film is nega- 
tive. Tissue from one of the leg lesions is com- 
patible with necrobiosis, whereas that from the 
scalp shows a sarcoid-like reaction, with asteroid 
bodies (Figs. 3 and 4). 


Discussion 


Dr. Epwarp J. RinGrose: | feel that cigarette 
smoking plays an important part in the develop- 
ment of necrobiosis. This disease is associated 
with arteriosclerosis, and smoking by increasing 
ischemia may enhance the development of the le- 
sions. Perhaps this occurs in other skin disorders 
in which there is vascular involvement, including 
xanthomatosis and perhaps lupus erythematosus. 
The relationship of these diseases to smoking should 
be further studied. 

The patient presented has necrobiosis on the 
legs, but | think it is granulomatosis disciformis 
chronica et progressiva on the scalp. The one 
glucose-tolerance curve suggests a “prediabetic” 


state, and she may develop diabetes mellitus later. 


ig. 3.—Sarcoid-like reaction, 
scalp; 200 (U. S. Army 
photograph ). 


Fig. 2—U. S. Army photograph. 
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Fig. 4—Asteroid body in 
giant cell, scalp; 450 (U. S. 
Army photograph). 


A Case for Diagnosis: Lupus Erythematosus? 


Asteroid bodies have been found principally in 
sarcoid but have been reported also in necrobiosis 
lipoidica diabeticorum. 
Dr. J. Perer Mark: 
patient with lesions on the legs and body which 


I had occasion to see a 


clinically and microscopically were necrobiosis, but 
there foamy histiocytes and 
multinucleated giant cells. A’ skull 
characteristic cannon-ball defects of Hand-Schuller- 
Another patient with this dis- 
skull films 


were many large 


film showed 
Christian’s disease. 
ease had scarring alopecia. I suggest 
be made on this patient. 

Dr. 
the etiology 
theories, and Dr. Ringrose’s concept is a good one. 
The idea is that this is a near-infarct, equivalent 
to the ischemic ulcers of thromboangiitis obliterans 
or diabetic gangrene. Smoking may well be an ag- 
Juerger’s 


EuGENE FarBeR: Since none of us know 


of necrobiosis we must depend on 


gravating factor in necrobiosis, as in 
disease, but I doubt its role in lupus. 

Cot. RaymMonp M. Wititrams (MC) U. S. 
Army: Does this patient have sarcoidosis on the 
scalp and necrobiosis on the legs, or is this all 
the same process? It is my opinion that they are the 
same. There is certainly a different histopathologi- 
cal reaction in the two areas. 
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Presented by Capr. Victor J. SLoMINSKI 
(MC), A. U. S., and Dr. Masako Miura (by 
invitation ). 

A 24-year-old Puerto Rican man first noted 
a “pimple” on the left cheek, in 1953. He squeezed 
it and the area healed, with a depressed scar. A 
biopsy was performed on a nodule in the lower 
border, in 1954. In October, 1957, he noticed a 
pruritic moth-eaten type occipital alopecia. Two 
months later he erupted with subcutaneous hard 
white papules on the trunk and upper extremities, 
which have remained partially intermittent. The 
lesions are more noticeable when the patient is 
warm, as after a hot shower, and tend to fade when 
he is cool. At present they are regressing on the 
arms. 
configuration around the elbows have flattened in the 
last week. During the past three to four weeks 
there have been swelling and pain in the finger 
joints and pain in the knees, elbows, and ankles. 
There is paronychial erythema at the base of each 


upper Larger nodular lesions in arciform 


fingernail. 
A positive serologic test for syphilis was found 
in January, 1952, and he received eight injections 


A 
4 
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of penicillin. There was no history of a primary 
lesion. On induction, in May, 1953, the spinal 
fluid was normal, but he was given 4,800,000 units 
of penicillin then, plus ten injections, in 1955, 
after a tonsillectomy. Because of a positive sero- 
logic reaction in March, 1956, a diagnosis of latent 
syphilis was made, and he was given another 
9,000,000 units of penicillin. The spinal fluid was 
again normal in 1956, and the VDRL blood test, 
positive in four dilutions. He was given another 
4,800,000 units of penicillin in August, 1957, for 
otitis media. 

The pertinent results from extensive laboratory 
studies are summarized: Sedimentation rate, up 
to 13 mm. in one hour; VDRL, positive to four 
dilutions; total protein, 6.9 gm., albumin, 3.7 gm., 
globulin, 3.2 gm., List; strength 
tuberculin (PPD), strongly positive; two L. E. 
preparations, negative. A slide from the biopsy 
specimen from the right elbow contains basophilic 
collagenous degeneration, around which is a mini- 
mal round-cell infiltrate which surrounds 
some of the appendages. There is a large vessel 
partially occluded by homogeneous eosinophilic ma- 
terial. 

The patient has been taking 0.5 gm. of chlo- 
roquine daily since Jan. 31, 1958. 


ratio, second 


also 


Discussion 


Dr. Mortimer S. FALK: The generalized pruritic 
eruption began shortly after his most recent course 
of penicillin. This suggests an allergic penicillin 
reaction. 

Dr. Paut 
evidence for lupus erythematosus, but it impressed 
me as the picture of urticaria. We do not often 
biopsy urticaria, but when it is done, this is ex- 
actly the microscopic pattern. 


There was no microscopic 


Dr. Herpert L. JoserpuH: While he may have a 


urticarial reaction from penicillin, he 
could also have systemic lupus erythematosus. We 
know that patients with systemic lupus frequently 


for syphilis, 


persistent 


have false positive serologic tests 


and | am not convinced that this man has or has 


had syphilis. I suggest a Treponema pallidum im- 


mobilization (TPI) or similar test with use of 
treponemal antigen. It might also be of value to 
obtain an isoelectric pattern on the serum = and 


determine if the y-globulin fraction is altered. 

Dr. WILLIAM Epstein: I think this is a case of 
systemic lupus erythematosus. Gold reported upon 
this very subject (Brit. J. Dermat. 66:429, 1954), 
and similar cases have been seen by other derma- 
tologists in France and England. I had the op- 
portunity to see one of these cases with small 
nodules over the trunk. It is an toxic 
reaction, and the nodules, which are transient, do 
not have the histopathologic picture of lupus but 


unusual 


We are fortunate to ob- 
serve one of these rare cases. 
Dr. M. MEININGER: 
nescent course and clinical appearance after ad- 
ministration of penicillin suggest a penicillin 
reaction, why not give him a trial with peni- 


show collagen changes. 


Since the eva- 


cillinase ? 

AbDENDUM: Two positive L. E. tests have been 
found, and the TPI has since been reported as 
nonreactive. 

Lepromatous Hansen’s Disease. Presented by 
Major Eart CLatporNe (MC), U. S. A. F. 
This 21-year-old Hawaiian airman first discov 

ered that he 1949. His 

mother, who is 38 years old, has been in a lepro- 


had Hansen's disease in 
sarium in Hawaii since 1942. 

The patient was treated with sulfones in the 
same leprosarium for three years, after which he 
was discharged with continuation of treatment. 
One year later, he neglected to contact his physi 
for additional medication and lapsed treat 


When he entered the Air Force, he was 


cian 
ment. 
relatively clear. 
red, elevated area on the right buttock and later 
swelling of the right face im which the sense of 


Five months ago he noticed a 


touch was lost. Pea-sized nodules appeared on the 
legs and left forearm one month ago, with loss of 
hair on the lower legs. His left hand has become 


numb, and he has burned himself several times 
without realizing it. 

There are extensive macular lesions of the right 
cheek, with a palpable nodule of the malar emi 


On the right leg, left arm, right shoulder 


nence. 
and biceps areas, and right buttock there is a 
macular eruption. Papules and nodules, 0.5 to & 
mm., are numerous on the extremities. On the 


left nostril there are superficial ulcerations. The 
left palpable and tender, 


and pressure on it results in paresthesia 


ulnar nerve readily 
The right 
great auricular nerve is also palpably enlarged. 
There is weakness of the left hand, with atrophy 
of the left first Pin-prick an 
esthesia is present on the left hand and forearm 


but not on the thumb, and hypalgesia, on both 


dorsal interossei 


calves. 
Scrapings from the nasal ulcerations contain 
many acid-fast bacilli. The patient just arrived 


in this area, and a biopsy performed only a few 
days ago, from which the slides were made, shows 
the with 


acid-fast bacilli. 


picture of lepromatous leprosy, many 


Discussion 


Dr. Paut Fasat: Clinically and histologically 
this is typical lepromatous leprosy 


The 


and should have some reasonable 


and presents 


fascinating problems. patient needs 


many 
treatment 
of isolation. 


form 
remain in the service 
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there is no contact with small children. This must 
be insisted upon. In California we are treating an 
increasing number of outpatients with lepromatous 
leprosy, and generally they cooperate well. Un- 
fortunately, one of these patients recently failed 
to keep his promise and visited his home and 
small children, and we had to send him to Carville, 
La. 

There is no limit in the treatment of 
The disease may need to be 
treated for the lifetime of the patient. They should 
not be discharged routinely after three years. As 
yet we do not 


time 
lepromatous leprosy. 


have adequate drugs for lep- 
romatous leprosy. Tuberculoid leprosy is different. 
The prognosis in this case is not bad, provided he 
continues and uninterrupted treatment. 
This must be prolonged. Contacts must be closely 
supervised, but prophylactic treatment of contacts 
is not advisable. 


regular 


Lichen Sclerosus et Atrophicus. Presented by 

Dr. Wititam M. Georce. 

This 62-year-old man was presented before the 
society on Feb, 8, 1957, with an extensive thick- 
walled bulla over the right flank. Various medica- 
tions, mouth, effected 
Adopting Dr. Rolf 
Miller’s suggestion for therapy (Lichen Sclerosus 
et Atrophicus, A. M. A. ArcH. Dermat. 76:43 
| July] 1957), the bullous lesion was removed in 
1957, by dermabrasion with the 
rotating wire-brush technique. The 1020 cm. 
area healed slowly and after six months shows 
mottled erythema and slight scaling and atrophy. 
A biopsy, performed on Feb. 10, 1958, reveals no 
recognizable lichen sclerosus et atrophicus. 

A second feature of importance in this patient 
is the development of carcinoma in situ in an area 


including prednisolone by 
only temporary improvement. 


August, 


SAN FRANCISCO DERMATOLOGICAL SOCIETY 
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A Case for Diagnosis: Weber-Christian Disease? 
Presented by Dr. S. WitttaAm Levy and Dr. 
Joun WHeEeELeEss (by invitation). 

A 35-year-old woman first noted a small sub- 
cutaneous nodule on the left upper arm about one 
and one-half years ago. The nodule became larger, 
firm, tender, raised, and slightly 
erythematous skin. Many similar lesions have since 
occurred on the extremities, abdomen, and buttocks. 


covered by 


The lesions vary from 2 to 6 cm. in size. Some 
of the nodules rupture and exude a thick, yellow, 
oily substance and heal with a scar. Others 


absorb without scarring. Each nodule lasts from 
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of lichen sclerosus et atrophicus over the glans 
penis, sulcus, and foreskin. The degenerated area, 
measuring 1.71.2 cm., was surgically excised; 
circumcision was performed, and later a 1X1 ecm. 
slow-healing area over the corona and sulcus was 
curetted and desiccated. Healing was uneventful 
and complete. The excised tissue shows lichen 
sclerosus et atrophicus, with areas of carcinoma in 
situ. 


Discussion 


Dr. Epwarp J. Rincrose: There has been con- 
siderable argument about whether lichen sclerosus 
et atrophicus on the penis (balanitis xerotica ob- 
literans ) There is no doubt 
in this case that squamous cell carcinoma in situ 
has developed from this disease, particularly when 
the sections are examined. 

Dr. Gerorce: The urologist was 
determined to do a partial amputation on this man, 
and I was determined not to let him do it. I feel 
that carcinoma in situ in this location is curable 
The patient 


becomes malignant. 


by curettage and electrodesiccation. 

is happy with the result. 

Extensive Epithelial Nevus. Presented by Dr. 
SALIN. 

Pigmented Nevus on the Nipple. Presented by Capt. D. G. 
Mover (MC), A. U. S. (by invitation). 


Ro_tre W. 


Perifolliculitis Capitis Abscedens et Suffodiens. Presented 
by Capt. Donato G. Moyer (MC), A. U. S. (by in- 
vitation). 

Lentigo Maligna. Presented by Dr. Ro_re W. Satin. 

Pemphigus Erythematoides. Presented by Dr. WILLIAM 


M. GEORGE. 

A Case for Diagnosis: 
Dr. Manuer F, 
(by invitation). 

A Case for Diagnosis: 


Papular Urtiearia? Presented by 
ALLENDE and Dr. THurip LINInGER 


Linear Psoriasis? Presented by 


Dr. Epwarp J. RinGrose. 
Pseudoxanthoma Elasticum. l’resented by Dr. 
Roperick D. 


EuGENE M. 


Farner and Dr. Sace (by invitation). 


A moderate fever 
accompanies the development of new lesions. Some 
appear in sites after minimal trauma. 


a few days to several weeks. 


Treatment with oral corticosteroids and with 
novobiocin (Cathomycin) was without effect. 
Extensive laboratory studies, including blood 


chemistry and cultures of the material from the 
nodules, are negative. Two biopsy specimens are 


presented but show little pathologic change. 


Discussion 


Dr. Grorce T. Witson: About a year ago, I 
presented an &-year-old boy with this condition. 
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Cortisone, 75-100 mg. per day, was prescribed for 
him, and the dose was gradually reduced. The 
lesions decreased in severity and number after 
four to six weeks. He had no further trouble until 
today, when he is seen with a single lesion. There 
are reports of patients with this condition who have 
been followed for extended periods, and apparently 
in most cases it disappears spontaneously after four 
to five years. It usually occurs in the younger 
patients. 

Dr. S. WitttAmM Levy: The panniculitides com- 
prise a rare and interesting group of diseases in 
which the cause is obscure. We are forced to make 
the diagnosis of this case on clinical findings alone, 
as the biopsy specimen does not show any changes 
in the fat. When a punch biopsy is done, only 
the liquid fat is obtained under normal skin. [ shall 
try to remove a lesion in toto. 

Weber-Christian disease is not entirely innocuous. 
Some 14 deaths have been described in this con- 
dition, from staphylococcic septicemia, uremia, and, 
in one instance, a liver disorder. It occurs three 
times as often in females as in males, and more 
in the 30’s or 40's. The condition has been ex- 
plained as an allergy which manifests itself in the 
blood vessels or fat, but the explanations do not 
seem satisfactory. I do not feel that steroids are 
going to be the answer in this particular case 
The cases reported in the literature that have been 
treated with steroids have relapsed when the drug 
has been discontinued. 


A Case for Diagnosis: Epidermodysplasia Ver- 
ruciformis with Gingival Lesions? Presented 
by Dr. Hersert L. Joseru. 

Since 1945, a female clerk, aged 40, has had 
small verrucous papules on the gums. Similar 
lesions appeared on the face about three years later. 

She had a thyroidectomy in 1952. Both parents 
had the same surname, a common name in Italy, 
but consanguinity is denied. The mother is dia 
betic. 

In 1948, an oral surgeon removed some of the 
warty tissue from the gingiva. A general pathol 
ogist reported this as squamous-cell carcinoma, and 
a hospital tumor board agreed with this diagnosis. 
The patient was very disturbed when told she had 
a malignancy but refused surgery. The slide was 
subsequently reviewed by several other pathologists, 
who disagreed and described the tissue as benign 
epithelial hyperplasia. 

Some of the larger verrucae on the face have 
been removed by other physicians by electrodesicca- 
tion. Several have since been treated with liquid 
nitrogen. Oral bismuth was stopped when the gums 
became tender and bled easily. A topical keratolytic 
is now being used on the facial lesions. 

Numerous small skin-colored papules are seen 
on the nose, nasolabial folds, lips, and chin. They 


are pinhead size and smaller. (Several, up to 1.0 
mm., have been removed.) Similar lesions, with a 
yellowish-pink color, stud the gingivae, mostly on 
the outer surfaces. There are more on the upper 
gingiva, but many are present on the lower. 

A slide is presented from a lesion removed from 
the chin as well as from the original one from the 
gingiva. 


Discussion 

Dr. Epwarp J. Rincrose: I do not believe this 
patient has epidermodysplasia verruciformis, but I 
am not certain what it is. I have a case with similar 
skin lesions but without oral lesions. The facial 
lesions look like molluscum contagiosum. the 
sections it appears as though a peg of epidermis is 
driven down into the skin three or four times the 
depth of the normal epidermis. Dr. Hamilton 
Montgomery saw my patient and the slides. He was 
of the opinion that it was some sort of nevoid 
disturbance. Dr. Herman Pinkus, after examining 
the sections, suggested the possibility of a poroma 

Dr. ARNE FE. INGeELS: How would you explain 
the mouth lesions ? 

Dr. Herperr L. Joseru: agree that this is 
a nevoid ectodermal defect of some kind, perhaps 
a variant of epidermodysplasia verruciformis. The 
lesions on the face vary in appearance from that 
of flat to that of filiform warts. The possibility 
of consanguinity points up the hereditary factor 
Consanguinity occurs epidermodysplasia ver 
ruciformis. This disease has been reported on the 
lip and urethra. The gingival lesions are most un 
usual, and I have never seen anything remotely 
resembling them.  Pseudoepitheliomatous — hyper 
plasia in the original tissue from the gingiva 
prompted the general pathologists to label this as 
squamous-cell carcinoma. Perhaps if a derma 
tologist had been on the tumor board, the anxiety 
and distress of this woman would have been 
avoided, 


Localized Scleroderma of the Breast Resembling 
Carcinoma. Presented by Dr. Kemp H. Downy 
A 33-year-old white woman was seen initially 

in January, 1953, with a firm, thickened area of 

skin over the lateral portion of the right breast 
as a small indurated papule. She complained of pain 
and tenderness. A biopsy, in 1953, was inconclusive 

The lesion has progressed slowly, with increased 

This had started approximately one year previously 

thickening and pain on movement of the right arm 
Recent biopsy specimens are characteristic of 

scleroderma. 


Discussion 


Dr. Eucene M. Farser: | believe this patient 
has circumscribed scleroderma or morphea 

Dr. ARNE E. INGLES: | should like to suggest that 
this might be a xanthoma. 
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Dr. Kemp H. Dowpy: This is definitely sclero- 
derma and presents a problem to the patient. All 
of the recent biopsy specimens show the histological 


picture of scleroderma. 

The first 
patient is, of course, en cuirasse carcinoma of 
the breast. She has been seen by tumor boards and 
has been very distressed because of this possibility. 


impression on examination of this 


The area has progressed considerably during the 
last year and a half. She has gained weight, and 
the breasts have become rather pendulous, causing 
pain when she raises her arm. The pain has in- 


creased so that she has considered having the breast 
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amputated for relief. When she loses about 20 Ib. 
of weight the pain is less. She has been given 
hyaluronidase by iontophoresis and local injec- 
tions of hydrocortisone, none of which has done any 
good. 

Dr. Grant Morrow : 
of relaxin in this disease. Apparently it is neces- 


| have heard of the use 

sary to give it with estrogen. It is of doubtful 

value. 

Lepromatous Hansen's Disease. Presented by Dr. M. WeEIN- 
REB (by invitation) and Dr. Paut Fasat. 


A Case for Diagnosis: Sareoid? Tuberculid? Presented by 
Dr. Grorce T. LENAHAN, 


i 


The New, Newer, and Newest 


The practice that many specialty societies have of holding their meetings at the time of the 
annual American Medical Association convention, in or near the convention city, has created 
an undesirable and serious situation. Some groups meet a day or two before the A. M. A. 
convenes; the specialty sections of the A. M. A. are held on the last three days of the con- 
vention. For various reasons, many dermatologists are unable to attend both meetings, and 
because the specialty groups meet on the weekend they cut deeply into the attendance of the 
A. M. A. sections. The practice is parasitic, unwise, and ungrateful, for the A. M. A. is the 
parent organization that set the pattern for all medical societies. Certaintly, without an A. M. A., 
these specialty organizations would not exist, and if the meetings of the specialty sections of 
the A. M. A. are not well attended, they will inevitably be discontinued. Our own Society 
of Investigative Dermatology is one of the guilty ones. Some months ago there was the 
hopeful rumor that representatives of the two societies were in conferences designed to 
remedy the situation. I understand now that the efforts have failed, even though the A. M. A. 
was willing to set aside its long-established restrictions against combined meetings. It is 
unfortunate, because we are a relatively small group as specialists go, though widely dis- 
tributed, and it would be to the advantage of all of us to get together frequently. Cer- 
tainly the excellence of the S. I. D. meetings would continue to attract a full and interested 
attendance, and, coupled with the A. M. A. sessions, the two programs could be coordinated 
and developed so as to stimulate every dermatologist, whatever his interest, and each society 
would retain its independence and identity. Attendance at such a convention would be a 
rewarding five-day experience. 


In 1957, there were 220,000 signed medical articles published in 4,000 medical journals, 
more than 1,000 of them in North America. 


The New York Academy of Sciences held a conference on hair growth and hair regenera- 
tion in January. Irwin I. Lubowe was the Conference Chairman, William Montagna, the 
Session Chairman. Among dermatologist-participants were Richard Winkelmann, Norman 
Orentreich, Eugene Van Scott, and Albert Kligman. Other speakers were from the fields of 
anatomy, biology, biochemistry, zoology, and wool textile research. Unfortunately, the notice 
of the meeting was received too late to be of benefit to some of our readers who might 
have attended. In plenty of time, however, comes the notice that: 


The 13th International Congress on Occupational Health will be held in New York City, 
July 25, 1960. Anyone interested in participating should communicate with Dr. Irving R. 
Tabershaw, 375 Park Ave., New York. Since skin diseases make up such a large proportion 
of compensable diseases, there should be dermatologists interested in participating. 

The Noah Worcester Society, which was launched last year, is apparently in orbit. A 
second meeting, to be held in Hollywood, Fla., April 7, under the guidance of Alfred Weiner, 
President, Dan Kindel, Vice-President, and Jerry Lavender, Secretary, will be addressed by 
Dan Ritchfield, Ashton Welsh, Jerry Lavender, Alfred Wiener, William Slinger, Robert 
Pittelkow, Lawrence Goldberg, Adolph Loveman, Coleman Mopper, Louis Safer, Leonard 
Markson, and Arthur Kern. A wide variety of subjects will be discussed, including the 
colorful one of “vulvitides,” and a “cordial” invitation has been extended to all dermatologists. 


Marion Sulzberger delivered the Lloyd W. Ketron Lecture Feb. 19, at The Johns Hopkins 
Hospital, Baltimore, on the subject, “Some New Findings Concerning the Biology of the 
Skin Surface.” 

Young In Heart—Arthur W. Stillians celebrated his 87th birthday, Dec. 24, 1958. A 
birthday party, complete with cake and candles, at which Sam Zakon delivered the birthday 
eulogy, was held at Olivet Presbyterian Church of Chicago. Dr. Stillians is in active practice, 
attends local medical meetings regularly, conducts an active service at a charity hospital, 
is to be seen at the library frequently, still lectures occasionally, and smiles constantly. 


Less happy note—Poor Brigitte Bardot, the body beautiful, broods about her acne. 


HR 
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Abstracts from Current Literature 


PLEUROPNEUMONIA-LIKE MICROORGANISMS ON SKIN IN VARIOUS DeRMATOosES. N. MELCZER 

and P. VAsArHetyi, Arch. klin. u. exper. Dermat. 207 :431-444, 1958. 

In 200 patients with various dermatoses, skin scrapings, pus, lymph, and blister content were 
inoculated on protein-rich media. Bacteria belonging to the group of pleuropneumonia-like 
micro-organisms (PPLO) were found in 45% of the cases. It appeared that in 6% bacterial 
L-forms grew, but most probably they represented PPLO. In one case of balanitis out of 
24 cases examined anaerobic G-strains as described by Ruiter and Wentholt could be cul- 
tivated. Formations resembling elementary bodies as found by Melczer in gangrenous changes 
of the skin and mucous membrane do not represent PPLO. PPLO occurring on the skin are 
most probably saprophytes without pathogenetic importance. 

Springfield, Mass. 


IMPORTANCE OF REDOX POTENTIAL FOR PHYSIOLOGY AND PATHOLOGY OF SKIN. H. LANGHOF, 
Arch. klin. u. exper. Dermat. 207 :445-458, 1958. 
The importance of the redox potential in the management of psoriasis, chronic arsenical 
poisoning, chloracne, and melanodermatitis toxica (Hoffmann) is discussed. 
HOLLANDER, Springfield, Mass. 


Hisro- AND BloCHEMISTRY OF EPIDERMAL INTERCELLULAR SPACE IN NORMAL AND PATHOLOGIC 
Conpirions. O. BrauN-Fatco and G. Weer, Arch. klin. u. exper. Dermat, 207 :459-471, 
1958. 

Histochemical and biochemical studies were made on three specimens of normal skin, 
pemphigus with subepidermal blister formation, and epidermoid skin carcinoma. Hale-PAS- 
reactive material was found in the intercellular space of normal and pathologic epidermis. It is 
absent or present in minimal quantity between the cells of the basal-cell layer. This material 
probably represents an acid mucopolysaccharid originating from epithelium. 

HOLLANDER, Springfield, Mass. 

Hisrotocic AND BACTERIAL CHANGES IN LEPROMATOUS LEPROSY AFTER THERAPY WITH 
DIAMINO-DIPHENIL-SULFON, St. G. Nicorau and P. Arch. klin. u. exper. 
Dermat. 207 :486-498, 1958. 

This is an account of examination of 120 patients with lepromatous leprosy. Distinct 
changes of lepra cells are found in the beginning of the second year of treatment. Resorption 
of the lepromatous infiltrate starts in the subcutis. Resorption of lepromatous tissue is 
usually complete after treatment of two and one-half to three years or longer of duration 
Lepromatous changes of lymph nodes are slower than those of the skin. Already in the first 
months of treatment Hansen’s bacilli diminish in numbers and change into a granular form. 
Finally they dissolve into a mass of fine fuchsinophil or cyanophil granulations. The authors 
could not determine if the final changes of the bacilli still represent live and reversible or 
definite degenerative forms. Hansen’s bacilli in lymph nodes are more resistant to treatment 
than those in the skin. In four patients granular forms of bacilli were found after four and 
one-half years of therapy. The sterilization of the lymph nodes is the most important test of 
cure. There is discussion of periodic supervision of patients after discharge from the 
leprosarium. 

HOLLANDER, Springfield, Mass. 

SYSTEMATIZED CIRCUMSCRIBED SCLERODERMA, REPRESENTING PREDOMINANTLY CERVICO-T HORACIC 
QuapRANT SyNpROME. G. W. Kortine and FE. Korte, Arch. klin. u. exper. Dermat. 
207 :499-507, 1958. 

63-year-old) farmer showed circumscribed scleroderma, predominantly of the right 
shoulder and right arm, and atrophy of the left side of the face. The distribution of the 
sclerodermatous changes is compatible with the cervicothoracic quadrant syndrome. X-ray 
examination revealed extensive osteochondritis of the cervical spine. Perivasal sympathetic 
influences and spinal directional impulses are considered pathogenetically. 

HOLLANDER, Springfield, Mass. 
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Rare ForM oF PotkiLopeRMA: Lupus EryYTHEMATOSUS-LIKE SKIN CHANGES IN DWARFISM. 

G. W. Kortine and W. Apa, Arch. klin. u. exper. Dermat. 207 :508-520, 1958. 

In a 37-year-old male dwarf, erythema, telangiectasia, and follicular hyperkeratosis of the 
nose, zygomatic regions of the face, and ears; erythrocyanosis and atrophy of the distal part 
of the forearms and the dorsa of the hands; systematized nevus flammeus of the right gluteal 
region and the flexor aspect of the right thigh and leg, and lichen pilaris of the lateral 
aspect of the extremities were observed. Histologic findings: follicular hyperkeratosis, lacunar 
telangiectasia without surrounding cellular infiltrates, colloidal degeneration of connective 
tissue, elastica degeneration, and abundant perivascular pigmentation in the upper cutis (PAS- 
positive lipopigment). Further study of lipopigment in primary poikiloderma is necessary in 
order to determine if qualitative differences could be important in various types of poikiloderma. 

HoLLANDER, Springfield, Mass. 


HIYPERERGIC PANVASCULITIS OCCURRING AS MULTIPLE SYMMETRICAL GANGRENE OF SKIN AND 

Bone. A. Marras, Arch. klin. u. exper. Dermat. 207 :521-540, 1958. 

A boy suffered from his fifth to seventh year of life (after extractions of abscessed teeth ) 
from fever, erythema multiforme-like eruptions, swellings of joints, and purpura. Finally, 
symmetrical gangrene of various areas of the body with mummifications and mutilation 
of all fingers developed. Porphyrin was positive in the urine. Examination of the mutilated 
phalangeal bones with the fluorescence microscope revealed porphyrin as distinct illumination 
of pink-red to blue-red color. Death was due to diffuse purulent peritonitis with necroses 
of the gastrointestinal tract. Histologic examination of the submucosa of the intestines, 
mesenteric lymph glands, liver, spleen, myocardium, thyroid, adrenals, and skin showed 
hyperergic arterial changes, with fibrinoid necrosis of the media and inflammatory reaction 
of the adventitia. Hyperergic panvasculitis on an infectious-toxic basis is assumed as 
pathogenic hypothesis. 

HoLLANDER, Springfield, Mass. 
MICROBIOLOGICAL LirerAcy. R. BUCHANAN, Bact. Rev. 22:204-215 (Sept.) 1958. 

In a critical, scholarly fashion the author emphasizes the difficulties many writers have 
with scientific terms derived from Latin and Greek. He gives many examples of problems 
with pleurals and particularly taxonomy of various organisms. After 11 pages of helpful but 
nonetheless pointed criticism, he hurls his final barb under the heading “References”: ‘None 
is cited. Each reader is referred to his own lectures and publications for examples.” 

BLANK, Miami, Fla. 
RUBBER AND EczeMa—I. CoMMUNICATION. ScHULTHEISS, Berufsdermatosen 6 :49-70 

(April) 1958. 

A bibliography and review of eczema due to contact with rubber and materials used in the 
rubber industry is presented. 

Champaign, 
Causes OF OccUPATIONAL DrRMATOSES IN 2,741 Cases. J. Vo Berufsdermatosen 

6:78:87 (April) 1958. 

The author surveys the causes that led to occupational dermatoses in 2.741 cases. Primary 
irritants represent the largest group (27.8%), followed by accidents or injuries (22.1%), 
allergens (15.9%), wet nature of work (15.2%), detergents (9.8%), mineral oil products 
and other substances (7.0%), and physical or biological toxic agents (2.2%) 

Burry, Champaign, Il 
Tre INFLUENCE OF CoAL ON PyococcaL INFECTIONS IN GUINEA Pics. H. and 
A. GLAjcAR, Berufsdermatosen 6:87-93 (April) 1958, 

Coal powder of various brands and pyogenic cocci suspended in isotonic saline solution 
were injected subcutaneously into the dorsal skin of guinea pigs. Large infiltrates and ulcers 
resulted. Control tests with separate suspensions of coal dust and bacteria produced similar 
reactions. The authors conclude that coal dust did not stimulate the infection and that certain 
coals even had an inhibitory effect on the bacteria. 

Burey, Champaign, Il 
A ‘Test SeRIES OF SKIN) Protective OINtTMENTS. Heoyt, Berufsdermatosen 6:111-124 
(June) 1958. 
Single random methods for testing the effect of protective ointments are inadequate. “The 


author describes a series of model tests which assay the physical, chemical, and biological 
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qualities of the ointments. Summarily, these tests render a more realistic picture of the value 
of the product examined. 
Burry, Champaign, III. 


THe INcWwENCE OF EPIDERMOPHYTIA INGUINALIS AMONG THE MINERS OF LOWER SILESIA: 
THE INFLUENCE OF VARIOUS TYPES OF COAL ON THE GROWTH OF THE KAUFMANN-WOLF 
Funcus. H. Mterzeckt and Z. Waticnrewicz, Berufsdermatosen 6:124-130 (June) 
1958. 

The morbidity rate of epidermophytosis among miners under ground is 21.3%, and above 
ground, 17.56%. The authors explain the approximately equal rate of infection by the fact 
that both groups of workers use the same washrooms. The incidence of infections increases, 
however, with the higher humidity in the galleries, while the wearing of rubber boots seems to 
be of no etiological significance. Coal dust added to the media showed neither an inhibiting 
nor a stimulating effect on the cultural growth of the fungus. 

Bury, Champaign, Ill. 


TETRAMETHYL-THIORAMDISULFID, A DeRIVATIVE OF THIOUREATE AS A CAUSE OF ECZEMA 
AMONG LONGSHOREMEN. K. H. SCHULZ and W. P. HERRMANN, Berufsdermatosen 6 :130-136 
(June) 1958. 


Five longshoremen, employed in unloading bananas, developed acute contact dermatitis. 
atch testing revealed that these men were sensitive to the preservative, Tetramethyl- 
thioramdisulfid, with which the banana bunches were sprayed. 


Champaign, III. 


WeBER-CHRISTIAN DISEASE WitH VISCERAL ENVOLVEMENT. S. ORAM and G. 
Brit. M. J. 2:281 (August 2) 1958. 

A case is described of Weber-Christian disease in which there were systemic changes in 
addition to subcutaneous nodules. Fever with hepatomegaly and anemia developed 11 weeks 
before the development of typical skin lesions, During that early period, it was not possible to 
make a diagnosis. Liver specimens showed fatty degeneration. The patient recovered and has 
remained well. The authors review other cases in which there were systemic changes. These 
occurred primarily in the liver, spleen, and bone marrow. They suggest that the syndrome is a 
hypersensitivity response occurring in the reticuloendothelial system, with its primary mami 
festations in the skin. 

Norns, Chicago 
RHEUMATIC: MANIFESTATIONS OF SystEMIC Lupus EryrHeMAtosis (SLE). SILver, 

S. Berkowrrz, and O. StemNprocker, Bull. Hosp. Joint Dis. 18:140 (Oct.) 1957. 

Analysis is made of patients giving a positive L. E. reaction in order to correlate this 
finding with the clinical manifestations of the disease. Of 211 patients in an arthritis clinic, 
15 had positive L. FE. preparations and 12 had clinical evidence of systemic L. E. There fre- 
quently is a discrepancy between the severity of rheumatic symptoms and the objective signs 
in SLE. Many of the abnormal laboratory findings in SLE are accounted for by the alteration 
in plasma proteins in SLE. Some of the reactions of the L. E. preparations may have been 
false-positives. 

Levin, Delavan, Wis. 
HEMANGIOPERICYTOMA OF THE PALM. M. Spinner, Bull. Hosp. Joint Dis. 18:140 (Oct.) 1957. 

A tumor mass in the palm, 22 cm., which had been enlarging for a year, was excised. 
Microscopic examination revealed a hemangiopericytoma, apparently arising near the bifurea- 
tion of a digital blood vessel. Grossly, the tumors are glistening, yellow-white, and firm, 
and microscopically, they reveal the typical pericyte of Stout and Murray. This tumor is 
distinguished from the glomus tumor by difference of color and lack of pain. There is an 
over-all rate of 12% malignancy in the hemangiopericytoma. 

Levin, Delavan. Wis. 
SUDDEN GRAYING OF THE HAIR AND PsycHic TRAUMA IN AtopeciA AREATA, G. KLINGMULLER, 

Dermatologica 117 :84-92 (Aug.) 1958. 

Without any preceding psychic trauma, a man of 62 with mixed dark and gray hair 
showed an almost complete head of gray hair within <hree days. Superficial examination 
would have led to the conclusion that this was a case of sudden graying of the hair, as 


reported many times by others. Further study showed tnat the case was one of alopecia 
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areata. The loss of black hair was followed shortly by the loss of gray hair. Regrowth 
of the hair followed the usual pattern of gray hair in the formerly alopecic areas. The author 
discusses the problems involved in the question of sudden graying of the hair. His observation 
provides a natural explanation, in fact that a very acutely occurring alopecia areata causes the 
pigmented hairs to fall out very rapidly, while the white hairs remain longer and thus give the 
appearance of the hair becoming white. 

MonasH, Miami. Fla. 


SERUM PROTEINS IN SCLERODERMA. Z. SrAva, Dermatologica 117 :147-153 (Sept.) 1958. 


Electrophoretic study of serum proteins in patients with diffuse and others with circum- 
scribed scleroderma shows a rise in the y-globulin fraction at the expense of the albumins. 
This increase roughly parallels the progression of the disease. 

MonasuH, Miami, Fla. 


Tue Errecr or INFECTION WITH THE CALMETTE-GUERIN BACILLUS ON DINITROCHLORBENZOL 
Contact EczEMA IN THE GUINEA Pic, J. R. Frey and P. WeNnK, Dermatologica 117 :154- 
164 (Sept.) 1958. 

Sensitization of guinea pig skin to dinitrochlorbenzene is potentiated by simultaneous intra- 
cutaneous inoculation of BCG vaccine if both antigens are given simultaneously and in the 
same skin area, so that they reach the same group of regional lymph nodes. If the antigens 
are applied to separate skin areas, so that each reaches a different lymph node group, potentia- 
tion is absent or minimal. 

Monasu, Miami, Fla 
INVENOL IN THE THERAPY OF PSORIASIS: PRELIMINARY Revort. E. NEUMANN, Dermatologica 
117 :172-178 (Sept.) 1958. 

Invenol, an oral sulfonamide (chemical name not given) antidiabetic drug, when given 
in a dose of two to three tablets daily for two months, produced marked improvement in 16 
of 19 patients. However, in only two patients did the lesions disappear completely. Recurrences 
occurred im most cases but improved again with repeated therapy. A few patients showed 
some side-effects, such as leukopenia. Evidently, considerable care must be used in the treat- 
ment with this type of drug in a disease like psoriasis, which is prone to recurrence. 

MonasuH, Miami, Fla 
Bencer’s Disease. E. ScHutze, German M. Month. 3:125 (April) 1958 

Recent research into the neural manifestations of Behcet’s syndrome, recurrent oral and 
genital ulceration associated with iridocyclitis, has revealed a virus etiology of the disease 
Material from the enucleated eyes of two patients was injected intracerebrally into mice and 
into the vitreous of rabbits. The mice developed encephalitis and the rabbits chorioretinitis and 
hypopyon. This same virus material gave strongly positive complement-fixation and neutraliza- 
tion reactions with the sera of patients with Behcet’s syndrome but not with normal sera. The 
use of the term Behcet's disease rather than Behcet's svndrome is now justified 

Levin, Delavan, Wis 
CuraNnrous CANCER OF EAR AND NOSE AS A DISEASE OF OCCUPATION AND CiviLizep LIFE 

W. Kinpver, Hautarzt 9:195-197 (May) 1958. 

This is a report of six cases of cutaneous carcinoma of the ear and nose in which an 
occupational injury or persistent irritation of eyeglasses was incriminated as being possible 
causative. 

Butey, Champaign, 
Liver Damace Due to Isonicorinic Actip-Hyprazip IN THE TREATMENT OF CUTANEOUS 

Tupercutosis. P. Zierz and O. H. Parrzoip, Hautarzt 9:209-215 (May) 1958 

Among 120 patients treated with INH, transient insignificant side-effects were observed 
in 18.3% of the cases. An interruption of the treatment became necessary in only 3% ot 
the cases. 

Disturbed liver function, found in 55% of the patients, reverted to normal under treatment 
with INH. In 10% of the treated cases, a disturbed liver function could be directly attributed 
to the drug. 

To prevent serious liver damage, a close surveillance of the liver function, combined with 
prophylactic treatment with glucose and lipotropic substances, is recommended 


Burey, Champaign, 
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PERIMENTAL AND CLINICAL EVALUATION OF THE oF ACTION OF ATEBRIN AND RESOCHIN 
IN CHRONIC ERYTHEMATOSUS. A. WISKEMANN and H. Kocu, Hautarzt 9:215-218 (May) 
1958. 

The authors have demonstrated experimentally an anti-inflammatory effect of Atebrin and 
Resochin administered internally. At the same time, they have determined the ultraviolet 
absorption curves of these chemicals, and by means of clinical studies have shown that they 
do not exert their therapeutic effect by means of any light-blocking properties. 

Butey, Champaign, 

THE oF Micrococct KouND ON THE SKIN. J. Mrtyer-RoHN, Hautarzt 9 :218- 
220 (May) 1958 
In determining the pathogenic character of micrococci, the positive plasma-agglutination test 

and the demonstration of hyaluronidase, phosphatase, and fibrinolysin are valuable criteria. 

Burry, Champaign, 

THe AND Its CuTANEoUS PaAtHoLoGy. A. LeEINBROCK, Hautarzt 9 :249-259 
(June) 1958. 

The internal symptomatology of plasmocytoma is presented in monographic form, and the 
specific and nonspecific cutaneous changes which may accompany the disease are discussed. 
Special consideration is given to the disturbance of blood coagulation and its pathogenesis. 
The findings in the author’s own case of plasmocytoma are reported. 

3ULEY, Champaign, 

LYMPHADENOSIS BENIGNA Curis AS A TRANSFERABLE INFECTIOUS DiskAse: IIT. ComMMuNI- 
caTION. J. M. Pascnoun, Hautarzt 9:263-269 (June) 1958. 

In continuation of previous reports, two additional observations substantiate the concept 
that lymphadenosis benigna cutis may occur (1) in the form of a solitary tumor-like infiltrate 
and (2) as an experimentally produced superficial nodule located in an area of erythema 
migrans, The histological changes in the skin and the regional lymph nodes are discussed 
in detail. 

Butey, Champaign, IIL. 

DissEMINATED ERUPTIVE COLLAGENOSIS ASSOCIATED WITH METACHROMASIA, J. GAy PRIETO, 
P. Ropriguez Pérez, and M. Atvarez Cascos, Hautarzt 9 :300-304 (July) 1958. 

A case of collagen disease with a disseminated eruption of small nodules with multiple 
metachromatic foci in the cutis is reported. An increase of y-globulin in the serum and _histo- 
pathological changes in the renal glomeruli are concomitant findings in this case. 

Buty, Champaign, III. 

ARE HYPERKERATOSIS FOLLICULARIS IN CUTEM PENETRANS AND ELASTOMA [NTRAPAPILLARE 
PERFORANS VERRUCIFORME IDENTICAL Diseases? Z. ZAMBAL, Hautarzt 9:304-311 (July) 
1958. 

Clinical and histological observations of a case lead the author to the conclusion that the 
entities described under the names of (1) hyperkeratosis follicularis et parafollicularis in 
cutem penetrans, (2) elastoma intrapapillare perforans verruciforme, and (3) keratosis fol- 
licularis serpiginosa are identical dermatoses, occurring in patients with cutis hyperelastica. 

Burey, Champaign, Hl. 

LLYMPHADENOSIS BENIGNA Cutis AS A TRANSFERABLE INFECTIOUS DisEASE: IV. CoMMUNI- 
CATION, J. M. Pascnoup, Hautarzt 9:311-315 (July) 1958, 

In summarizing his previously published observations, the author concludes that lymphad- 
enosis benigna cutis and erythema chronicum migrans are variations of the same infectious 
disease. The infectious agent is probably a virus which seems to be sensitive to penicillin. 

BuLey, Champaign, IIL. 

THe Errect or Mono- AND DISACCHARIDES ON THE O-CONSUMPTION OF MICROSPORUM 
GypskuM. G. PoLeEMANN, Hautarzt 9:318-320 (July) 1958. 

The oxygen consumption of microsporum gypseum in liquid media containing various 
mono- and disaccharides is studied in the Warburg apparatus. The results are reported and 
illustrated by graphic charts. 

Burry, Champaign, 
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ABSTRACTS FROM CURRENT LITERATURE 


BALNEOTHERAPY AS A PART OF DERMATOLOGICAL THERAPY. K. HEKELE and LOFFERER, 
Hautarzt 9:320-322 (July) 1958. 
Four case histories illustrate the value of balneotherapy in the treatment of decubital 
ulcers, pemphigus, psoriatic erythroderma, and extensive eczemas. 
Butey, Champaign, Il. 


CoRTISONE IN THE TREATMENT OF REACTIONAL CONDITIONS IN TUBERCULOID LEPROSY. R.A. 

Lewis, K. Kyt Kyr, and R. Epwarps, Internat. J. Leprosy 25:213 (July-Sept.) 1957. 

It has been suggested that corticotropin (ACTH) and cortisone be used in leprosy only in 
cases of drug sensitivity and for complications of the eye. In the reactional state of 
tuberculoid leprosy, cortisone and DDS (diaminodiphenyl sulfone) were used in about a 
dozen cases. In all but one, edema and erythema were controlled after 12 weeks of treatment 
and 4 gm. of cortisone. No exacerbation of neuritis and no untoward symptoms developed 
while patients were on this therapy, but the relatively high cost is emphasized. 

Levin, Delavan, Wis. 


Srupies ON ENZYMES IN THE SKIN: THEIR Usk As A Researcu Toor, R. D. GrieseMer, 

J. Soc. Cosmetic Chemists 9:148-158 (May) 1958. 

A short review of enzymology is presented, with specific reference to experimental assay 
of enzymes in the skin during the hair cycle of the rat. The rat’s skin thickens during the 
first four days of the cycle. A similar phenomenon occurs upon exposure to detergents, and an 
enzymatic test is suggested for use in the evaluation of detergents. 

Bairstow, Chicago. 


MeErHops FOR RepucinG MELANIN PIGMENTATION OF THE SKIN. N. B. Kanor, J. Soe 

Cosmetic Chemists 9:160-166 (May) 1958. 

Monobenzyl ether of hydroquinone is the most effective agent in effecting depigmentation 
of the skin. Mercury compounds and ascorbic acid have limited value in this regard. Formed 
melanin can be removed fram the skin by peeling agents—trichloracetic acid, ethyl chloride or 
Freon sprays, cryotherapy, and dermabrasion. Sunscreens can be used to prevent the forma- 
tion of excess melanin but may still allow pigment darkening. 

SArRSTOW, Chicago. 


THe Liem Assay or tHE SKIN. H. EF. Worne, J. Soc. Cosmetic Chemists 9:181-187 (May) 
1958. 

Skin lipid assays were performed on 10 children and 18 adults. Previous work was con 
firmed that as one grows older the cholesterol in the skin decreases. Studies were also done on 
the amount of each unsaturated fatty acid found. 

Batrstow, Chicago 
SKIN AND Haik PIGMENTATION. A, L. Lorinez, J. Soc. Cosmetic Chemists 9:197-209 (May ) 
1958. 

A lucid and excellent summary of the subject. 

Bairstow, Chicago 


FLUORESCENT PIGMENT OF MicrosroruM. F. T. Worr, FE. A. Jones, and H. A. NATHAN, 

Nature, London 182 :475-476 (Aug. 16) 1958. 

The authors present additional infrared spectroscopic data, as well as microbiologic assay, 
10 substantiate their earlier work that the fluorescent pigments of Microsporum canis and Micro 
sporum gypseum are pteridines. Additional chemical observations are included, further de 
scribing the fluorescent materials. 

BLANK, Miami, Fla 
I-XPERIMENTAL RINGWORM IN GUINEA PiGs: ORAL TREATMENT WITH GRISEOFULVIN. J. 

GENTLES, Nature, London 182 :476-477 (Aug. 16) 1958. 

Griseofulvin is an antibiotic prepared from penicillium that is fungistatic in vitro and 
has been shown in plants to have systemic antifungal activity. The author administered it 
orally to guinea pigs experimentally infected with Microsporum canis 10 days after inocula 
tion. At a dose of 60 mg. per kilogram a beneficial effect was noted clinically within four 


days. The author indicates that the drug is also effective when given orally to guinea pigs 
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infected with Trichophyton mentagrophytes and has been used successfully for the treatment 
of Trichophyton verrucosum ringworm in cattle. It seems to be of low toxicity. 
BLANK, Miami, Fla. 


RELEASE OF HISTAMINE FROM Mast CreLts By Tissue Extracts. G. T. ARCHER, Nature, 

London 182:726-727 (Sept. 13) 1958. 

Saline extracts of spleen, kidney, liver, and lung tissue from the rat and the rabbit and 
extracts of pigeon red cells, but not human red cells, release histamine when brought into 
contact with mast cells from the rat. The active histamine-releasing principle in splenic 
extract is probably a long-chain polypeptide containing arginine. The same histamine-producing 
substance was formed when human white cells were mixed with fresh antihuman white 
cell serum prepared in rabbits. 

S. Monasu, Miami, Fla. 


PASSAGE OF BACTERIOPHAGE PARTICLES ‘THROUGH INTACT SKIN OF Mice. R. KELLER, Science 

128 :718-719 (Sept. 26) 1958. 

By using a bacterial virus which does not multiply in an animal host but is readily detected 
in the laboratory, the authors demonstrated that the bacteriophage would pass through intact 
skin of the abdomen or the tail of a mouse. It was found in surprising quantity in the blood 
stream after the application to intact skin. As a result of this and previous work, the authors 
suggest a reinvestigation of the possibility that virus infections may occur by penetrations 
through the intact skin and of the effects this rather exotic mode of transmission may have 
in the epidemiology and pathogenicity of virus infections of man. 

BLANK, Miami, Fla. 
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Books 


Infectious Diseases of Children. By Saul Krugman, M.D., and Robert Ward, M.D. Price, 
$10. Pp. 340, with 44 illustrations. The C. V. Mosby Company, 3207 Washington Blvd., St. 
Louis 3, 1959, 

The majority of infectious diseases occur in childhood. This book, therefore, is intended 
to provide a concise account of such diseases. It is written primarily for pediatricians and 
general practitioners in whose practices most of these diseases are seen. 

The greater part of the book is devoted to systemic infections, such as encephalitis, meningt- 
tis, hepatitis, Rickettsial infection, ete., vet there is much in the book to interest dermatologists. 
Consideration is given to the effect of these diseases when they occur in adults, as well as to 
infections such as pyoderms, exanthems, and herpetic diseases. There is even a chapter on 
control of communicable diseases in the hospital and at home. 

The format is of the usual texthook type; the writing is plain, with an economy of words 
and emphasis on the practical; full use is made of diagnostic tables and illustrations, some in 
natural color, to recommend further the book, and of most importance is that the material is 
thoroughly up to date. 


It is a good book to have at hand. 


The Biology of Hair Growth. Edited by William) Montagna and Richard A. Ellis. Price, 

$15. Pp. 520. Academic Press, Inc., 111 5th Ave, New York 3, 1958 

This reviewer is quick to confess to being favorably disposed toward any book that is 
dedicated to Stephen Rothman, “whose wisdom, kindliness and personal warmth are a constant 
source of courage and inspiration to all those doing research on skin.” A reading of the book 
was most rewarding. 

It consists of the papers read at the conference on the biology of hair growth held in 
London in 1957. Consisting of 21 well-written chapters by 23 dis nguished international 
authorities, the papers provide information ranging from embryology and anatomy through 
the chemistry of keratinization, the nature of hair pigment, and aging of the human sealp, 
all thoroughly documented. 

The material reflects especially the newer knowledge Icarned through modern laboratory 
methods of histochemistry, electron microscopy, ete. and clinical and animal research. A 
considerable part of the book concerns vascular patterns in animal skin and silkworm. cells, 
wool production, and other information based on animal experimentation 

As is mentioned in the introduction by Rothman: “The pilary system is a perfect: micro 
cosmic structure. In the microcosomes we find birth, development, ageing and death, activity 
and rest, color formation and decolorification, greasiness and dryness, infection and steriliza 
tion... 2”) The various chapters deal with all of these, and though the emphasis is on the 
normal, with no discussion given to hair or scalp diseases, nevertheless, as Montagna points 
out in an excellent summarizing chapter, “these are the beginnings of our understanding of 
the morphological changes that occur in baldness.” 

The avowed purpose of the book is to serve as a source reference for all those interested 
in research on hair and hair growth, and this it does admirably: There are numerous illustra 
tions in black and white; each chapter furnishes pertinent references, and the book is well 
indexed. Though the material is rather technical, it is throughout very readable and merits 
high recommendation 


Coccidioidomycosis. I}y Marshall J. Fiese, M.D., Price, $9.50. Pp. 186. Charles 
C Thomas, Publisher, 301-327 Lawrence Ave., Springfield, 1958 
In the minds of altogether too many practitioners of medicine, coccidioidomycosis is. still 
considered to be a very rare, chronic, highly fatal, granulomatous infection worthy of study 
only by those who of necessity may very occasionally be brought into contact with such 
patients because of their practices being located in certain endemic geographic areas. The 
fact is that it is newly acquired each year by persons numbering in the thousands, among 


whom are many who are only in transit through the endemic region, or who otherwise soon 
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leave it to travel elsewhere. There is ample time between exposure and the onset of clinical 
symptoms for any spot on the globe to be reached. If given proper care, almost all of these 
patients will recover completely; if not, some will die unnecessarily and under appropriate 
circumstances might cause new endemic foci. The diagnosis is usually not difficult, and all 


doctors should be prepared to make it. 
In addition, facts learned from studying coccidioidomycosis have already served to clarify 
some aspects of the immunology and epidemiology of other more common infectious diseases, 


and more such clues seem reasonably to be anticipated. 

Dr. Fiese has written the first really complete monograph on this disease, and yet it 
contains only 186 pages. The interesting history is briefly covered; the mycology, epidemiology, 
immunology, and pathology are admirably detailed; the clinical syndromes are clearly de- 
scribed, and the treatment, discussed adequately. A complete bibliography—cross indexed by 
title, author, and chronology—is appended. This book will prove worth reading and subse- 
quently worthy of a place on most quick-reference shelves. 


Ocular Allergy. I‘rederick H. Theodore, M.D., F.A.C.S., and Abraham Schlossman, M.D., 
with chapters by William B. Sherman, M.D., and Robert S. Coles, M.D. Price, $12. 
Pp. 420. The Williams & Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2, 
1958, 

This is a comprehensive work, covering the field in an up-to-date, practical manner. Ocular 
liypersensitive reactions, for example, are divided into anaphylactic, atopic, microbial, and 
contact reactions as they affect the various anatomic sites—conjunctiva, eyelids, cornea, sclera, 
uvea, etc. Contact reactions, as from eyedrops and cosmetics, are discussed in great detail 
and with a sureness that reflects experience. In fact, more detailed consideration is given to 
the role of cosmetics than appears in some dermatologic textbooks. 

The writing is clear, and the book abounds with illustrations, but too few are in natural 
color, and there is an extensive bibliography. The material is current and reflects accurately 


modern concepts of the complicated subject. 
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you can clear topical infections promptly with 


NEO-POLYCIN' 


... because Neo-Polycin provides 3 preferred topical antibiotics 


neomycin /pactrRacin /POLYMYXIN 


in the unique Fuzene® base which releases greater antibiotic concentrations 


than do ordinary grease-base ointments. 


NEO-POLYCIN covers the entire range of bacteria most often 
found in topical lesions...has a low index of sensitivity...averts 
the risk of sensitization to lifesaving antibiotics, since the antibi- 
otics used in Neo-Polycin are rarely used systemically...is mis- 
cible with blood, pus and tissue exudates without loss of efficacy. 


Each gram of Neo-Polycin Ointment contains 3 mg. of neomycin, 8000 units 
of polymyxin B sulfate and 400 units of bacitracin in the unique Fuzene 
(polyethylene glycol diester) base. Supplied in 15 Gm. tubes. Also supplied as 
Neo-Polycin Ophthalmic Ointment (anhydrous, lanolin-petrolatum base) in 
Y oz. tubes. 


NEO-POLYCIN * 


*Trademark 


PITTMAN-MOORE COMPANY. INDIANAPOLIS, INDIANA 
DIVISION OF ALLIED LABORATORIES, INC. 
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Tetracycline with Citric Acid LEDERLE 


of AMERICAN CYANAMiD COMPANY, Pearl River, New York Ledarie) 
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Colloidal Emollient Baths 


(soothing colloidal oatmeal plus emollient 


H hydrate the skin Tepid colloidal baths supply water of 


4 hydration to the dry epithelium. 


; lu bricate the skin Because Aveeno “Oilated” contains 35% 


emollient oils, the oil film left on the skin retards water loss from the 
stratum corneum ... and, at the same time, provides extra soothing and 


antipruritic qualities due to colloidal oatmeal.1-3 


indications: Dry skin, senile pruritus, bath itch, pruritus ani and vulvae, cold weather pruritus, 
AVEENO® “OILATED” is available in 10 oz. cans. 


Active Ingredients: Colloidal oatmeal concentrate, liquid petrolatum and hypo-allergenic fraction of lanolin. 
References: 1. Sulzberger, M. B. and Wolf, J. Dermatology. Chicago, Year Book Publica- 
tions, Inc., 1952, p. 42. 2. Grais, M. L.: A.M.A. Arch. Dermat. 58: 402, 1953. 3. Kierland, 
R. R. and Ede, M.: A.M.A. Arch. Dermat. 63: 602, 1951. 


AVEENO CORPORATION 250 West 57th Street, New York Pioneers in Ethically-Promoted Colloid Baths 
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in the common 
non-inflammatory 
skin disorders where 
steroids are of little 
or no value 


ATA R* 


an outstanding tar-sulfur-salicylic acid ointment 


(including ‘‘cradle 
cap” and dandruff) 


(including ‘‘athlete’s foot,” 
tinea capitis, etc.) 


where scaling and lichenification may be a problem 


following acute dermatoses of various etiologies 


Despite the advent of topical steroids, dermatolo- 
gists continually reaffirm the value of the ingredi- 
ents of ‘Pragmatar’. Tar, sulfur and salicylic acid 
remain prominent, perhaps dominant, in the 
management of many non-inflammatory skin 
disturbances. 


‘Pragmatar’ « exerts a prompt yet gentle 
keratolytic-bacteriostatic effect. 
¢ stimulates epithelization. 
¢ relieves itching and burning. 


Smith Kline & French Laboratories 


« holds costs down for the patient when 
prolonged treatment is indicated. 


And ‘Pragmatar’, a fundamental remedy in derma- 
tologic practice since 1943, combines its ingredi- 
ents in an outstanding vehicle. *Pragmatar’ is easy 
to apply and remove. It does not stain. It is 
completely free of the “skin-preparation odor” 
that many patients find embarrassing. Its wide 
margin of safety in both adults and children is 
well established. 


*T.M. Reg. U.S. Pat. Off. 
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The following articles from TODAY’S HEALTH are 
now available in pamphlet form. 


ALCOHOLISM IS A DISEASE. A discussion by the Chairman 
of the A.M.A. Committee on Alcoholism. by Marvin A. Block, 
M.D., 8 pages, 15 cents. 

I AM THE WIDOW OF AN ALCOHOLIC. Three articles 
combined. by Virginia Conroy, 16 pages, 20 cents. 

HOW EXPERTS MEASURE DRUNKENNESS. A partial 
transcript of an actual courtroom case. by H. A. Heise, 8 pages, 
15 cents. 

BARBITURATES, BOOZE AND OBITUARIES. A discus- 
sion of the dangers of mixing alcohol and barbiturates. by Donald 
A. Dukelow, 4 pages, 10 cents. 

TWELVE STEPS FOR ALCOHOLICS. A frank discussion of 
the meaning of an alcoholic behavior. by Richard Lake, 6 pages, 


10 cents. 


These articles are available in one pamphlet for 50c 


ALCOHOLICS ANONYMOUS. Written from the standpoint 
of a member, the basic treatment procedures are described and the 
psychological problems confronting the alcoholic are discussed. 
ALCOHOL AND CIRRHOSIS OF THE LIVER. Relationship 
between alcohol, diet and cirrhosis. Increasing stress on nutri- 
tional differences. by Russell S. Boles. 

HOW TO HELP A PROBLEM DRINKER. Understanding the 
alcoholic’s capabilities, the necessity of help, causes of his con- 
dition. by Edward A. Strecker and Francis T. Chambers, Jr. 
THE TREATMENT OF ALCOHOLISM. Tracing the steps from 
convincing the alcoholic that he is sick through treatment and 
cure. by Lewis Inman Sharp. 

CONDITIONED REFLEX TREATMENT OF CHRONIC 
ALCOHOLISM. Its place among methods of treatment today, 
its development and correlation with personality factors. by 
Walter L. Voegtlin. 

INSTITUTIONAL FACILITIES FOR THE TREATMENT OF 
ALCOHOLISM. Comparative differences, in drinking, with the 
last century, new establishments and methods of treatment, lack 
of trained personnel. by E. H. L. Corwin. 
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TARCORTIN was prescribed for 
patients presenting very acute 
episodes of atupic dermatitis, 

contact dermatitis, psoriasis, 
chronic infectious eczematoid 
dermatitis, and other eczematous 
dermatoses ...we were able to 
achieve prompt remissions... .'" 


1. Weish, A. L., and Ede, 
166:158, 1958. 


Additional Clinical Publications on Tarcortin: 


Clyman, S. G.: Postgrad. Med, 21:2 
1957 + Bleiberg, J.: J. M. Soc. New Jersey 
53:37, 1956 + Abrams, B. P., and Shaw, Cx 
Clin, Med, 3:839, 1956 + Bleiberg, J.: 
Am, Practitioner 6:1404, 1957 


Hydrocortisone 0.5% and St (TARBONIS®) ina 
greaseless, stainless vanishing cream base. in tubes of 7 gm. and 1 oz. 


ALSO AVAILABLE: FOR DRY SCALY ECZEMAS, AND WHEN INFECTION IS PRESENT OR ANTICIPATED 


Ointment Hydrocortisone 0.5%, Neomycin (as Sulphate) 0.35% and Special Coal Tar 
Extract 5%. In tubes of 7 gm. and 1 oz. 


] REED & CARNRICK Jersey City 6, New Jersey 


.., when the tar-steroid cream 

\ 
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for all your 
patients 
starting 

on corticoids 


Kenacort provides these important 
advantages . . . excellent 

corticoid activity on a low dosage 
schedule! without edema, !-4 
psychic stimulation,'-? or adverse 
effect on blood pressure;!-3.5 

a low sodium diet is not 
necessary;*:5 and gastrointestinal 
disturbances are usually 
negligible.24.5 Because of these 
benefits, Kenacort starts all 

your patients off right — even your 
“problem” patients, such as 

the obese, the hypertensive, or 

the emotionally disturbed. 


AMEFERENCES: - 1. Freyberg, R. H.; Berntsen, 


C.A., Jr., and Hellman, L: Arth. & Rheum. 
1:215 (June) 1958. + 2. Sherwood, H., and 
Cooke, R. A.; J. Allergy 28:97 (March) 1957 


+ 3. Shelley, W.B.; Harun, J.S., and Pillsbury, 


D. M.; J.A.M.A, 167:959 (June 21) 1958. 
+ 4, Dubois, E.L.; California Med. 69:195 
(Sept.) 1958. 5. Hartung, E.F.: JAMA 
167-973 (June 21) 1958 


SQUIBB TRIAMCINOLONE 


for all your 
patients with 
dermatoses* 
requiring 
corticoids 


Kenacort quickly alleviates itching, 
erythema and irritation. Because 

of its enhanced antiallergic, 
anti-inflammatory and antipruritic activity, 
Kenacort has proved effective where 
other steroids have failed. 

Excellent results have been reported in 
treating patients with localized 
neurodermatitis, contact and seborrheic 
dermatitis, alopecia areata, chronic 
eczematous eruptions — including atopy, 
and many cases of psoriasis.? And, 

as in arthritic and allergic patients, rapid 
Clinical improvement is obtained on 

a low dosage schedule!? without the 
development of edema,!~ elevated blood 
pressure!-3.5 or psychic stimulation.?-3 


*DERMATOSES — a major indication 


SUPPLIED: 

Scored tablets of 1 mg. — Bottles of 50 

Scored tablets of 2 mg. — Bottles of 50 

Scored tablets of 4 mg. — Bottles of 30 and 100 
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Age cannot wither, nor climate spoil their loveliness. 


Proper skin care is necessary at every age. However, it becomes vital when patients are suffering 
from dermatoses. At such times, as an adjunct, you will find TripENOL to be a thoroughly effective, 
clinically desirable, mildly scented, soothing, preparation for addition to the bath. 


TRIDENOL is highly purified imported olive oil, made dispersible in hard or soft water by means of 
a non-irritating, non-ionic, surfactant, octylphenoxyethanol. 


‘TRIDENOL, when added to the bath, leaves a thin film of pure olive oil on the skin. This acts as a 
soothing agent for irritated, itching and sensitive skin and prevents loss of moisture. 


TRIDENOL is highly effective for: Contact Dermatitis, Atopic Dermatitis, Senile Pruritus, Eczema- 
toid Dermatitis, Dry Skin due to Diabetes, Soap Dermatitis, Diaper Rash, Pruritus due to tempera- 
ture and cold weather changes. 


Supplied: 8 oz. plastic bottles. e—— Please send me samples 


TRI DE N OL’ and literature on TRiDENOL 


Old Alchemic Sign For Olive Oil 
and Neptune King of the Sea 


Spirt & Co.,, Inc. 


WATERBURY, CONNECTICUT 


Rirerencrs: Knox, J. M., Everett, M. A. and Curtis, A. C.: New Uses for Surtace-Active Agents, A.M.A. Arch, Derm. 74:699-706 (Dec 
1956). Combes, F. C., and Reisch, M.: The Emollient Therapeutic Bath—-A New Method of Preparation, Med. Times. Vol. 86, No. 9. 
1088-1090 (Sept. 1958). Franks, A. G : Dermatologic Uses of Baths, Amer. Pract. & Dig. Treat. Vol. 9, No. 12 (Dec. 1958). 
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ntiinflammatory 

Antipruritic 

Bactericidal 
Fungicidal 


Creme 


-an inflammatory reaction was accompanied by in- 

creased scaling and lichenification with secondary 

infection such as is seen in seborrheic dermatitis, atopic 

contact dermatitis, and neurodermatitis.” 


Sig: Apply b. i. 
% oz., 1 oz., 2 oz., tubes 
either 0.5% or 1.0% hydrocortisone. 


DOME Chewricale hue. 


109 WEST 64 8T., NEW YorK 23,N. 
Canada: 2765 Bates Rd, Montreal, ra 
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Fostex’ 


e _ treats their 
eeeeacne 


while they 
wash 


degreases the skin helps remove blackheads’ dries and peels the skin 


...and this is how it works 


Fostex provides essential actions necessary in treating 
acne. It washes off excess oil. It unblocks pores by 
penetrating and softening blackheads. It dries and peels 
the skin, removing papule coverings, thus permitting 
drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of surface- 
active wetting agents with remarkable antiseborrheic, 
keratolytic and antibacterial actions ...enhanced by 
sulfur 2%, salicylic acid 2%, hexachlorophene 1%. 
*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and 
sodium dioctyl sulfosuccinate. 

Your patients will like Fostex because it is so simple to 
use. They simply wash acne skin 2 to 4 times a day with 
Fostex, instead of using soap. 


FOSTEX CAKE 


FOSTEX CREAM 


... in 4.5 oz. jars. For thera- 
peutic washing inthe initial 
phase of oily acne treatment. 


Write for samples. 


WESTWOOD PHARMACEUTICALS 


..+.in bar form. For therapeutic 
washing to keep the skin dry and 
free of blackheads during main- 
tenance therapy. Also used in 
relatively less oily acne, 


Buffaio 13, New York 
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SHEPARD'S 
Cream Lotion 


Contains sufficient sesame oil to 


lubricate without excess grease 
Not occlusive 
No lanolin or lanolin derivatives 


Available unscented as well as 


scented 


SHEPARD LABORATORIES 
4 ss | —— 6615 N. CLARK ST., CHICAGO 26, ILL. 


Manufacturers and Distributors 


of Fine Cosmetics 


WHAT WE KNOW ABOUT ALLERGY 
by Louis Tuft, 12 pages, 15 cents 


HOUSE DUST ALLERGY 
by Karl D. Figley, 8 pages, 15 cents 


FOOD ALLERGY 
Of interest LO you é by Samuel M. Feinberg, M.D., 6 pages, 10 cents 


SKIN ALLERGY 
and your patients by Samuel M. Feinberg, M.D., 6 pages, 10 cents 


: ASTHMA AND HAY FEVER 
by Samuel M. Feinberg, M.D., 6 pages, 10 cents 


THE MENACE OF ALLERGIES 


RAGWEED AND HAY FEVER 
by Oren C, Durham, 2 pages, 5 cents 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET @ CHICAGO 10 © ILLINOIS 
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REASONS WHY 
THE OFFICE BOVIE 
IS IDEAL FOR 
DERMATOLOGIC 
SURGERY... 


THE OFFICE 
ELECTROSURGICAL UNIT 


EASY TO OPERATE—No complicated settings 
or adjustments. Just two controls: one for 
the amount of power, the other for selecting 
one of three electrosurgical currents. 


WIDE SCOPE OF USE—Among the “hundred- 
and-one” uses in your practice are: excision- 
al biopsies, treatment of acne, warts, moles, 
melanomas, Seborrhoic Keratoses, Keloids 
and Sebaceous Cysts, venereal warts, etc. 


EASY DUPLICATION OF TECHNIQUES—Bovie’s 
patented, self-compensating spark-gaps, and 
stepless power control, enable duplication 
of techniques once power settings are es- 
tablished. 
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SAVES HOSPITALIZATION—Safe, effective 
treatment of all forms of minor electrosur- 
gery in your own office saves patients incon- 
venient, needless hospitalization. 


SPECIAL ADVANTAGES—Bovie Unit sterilizes 
as it cuts, or coagulates . . . controls bleed- 
ing. It is a rapid & precise method with 
minimal pain. 


Contact your Ritter dealer, or send coupon, for 
further information on the famous, dependable 
Office Bovie! 


Ritter 


ROCHESTER, NEW YORK 
Medical-Hospital Division 


RITTER COMPANY, INC. 
8151 Ritter Park 
Rochester 3, New York 


Please send me literature on the L-F Office 
Bovie Electrosurgical Unit. 
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normal 
protective 


Normal skin 
has an acid pH range” 
between 4 and 6 


ACID MANTLE 


CREME or LOTION pH 4.2 


housewives’ eczema and industrial dermatitis, promptly re- 
stores and maintains the normal protective acidity of the skin. 
_ Active ingredient is aluminum acetate in Specially formulated 
bases. 
“The importance of a measurd designed to return the pH of the 
skin quickly to its normal yee after “our to soap and 
alkalies is amply borne out.. 


~Gross, P., et A. M. Arch. Dermat. & syph. 70:94, 1954., 


DOME luc. 
109 WEST 64 ST.. NEW YORK 23.N.Y._ 
665 N. Robertson Blvd., Los Angeles, Calif 


In Canada: 2765 Bates Rd, Montreal’ P.Q 


DERMATOLOGICAL EQUIPMENT 


IMMEDIATE DELIVERY 


BOVIE ELECTROSURGICAL UNIT, 


PLANERS, EPILATORS, GALVANIC BATTERY BOXES, 
ULTRA VIOLET MACHINES, WOODS LIGHTS, DERMA- 
TOLOGICAL LIGHTS, HYFRECATORS AND ALL TYPES 
OF INSTRUMENTS—-CURETTES, PUNCHES, COMEDONE 
EXTRACTORS AND OTHER RELATED INSTRUMENTS. 


IN PATTERN, 
AND 


PHYSICIAN 


Interested in skin research for 
applied research and development 
in cosmetic and pharmaceutical 
products. Should have graduated 
within the last 10 years, be 

licensed in New York State, be 
interested in research, available 

for full time, permanent employment 
in New York City, available for 
travel to conduct clinical field tests, 


OUR INSTRUMENTS ARE CORRECT 
HAND FORGED OUT OF STAINLESS STEEL 
EXPERTLY MADE. 


HOSPITALS, DOCTORS AND CLINICS HAVE BEEN 
EQUIPPED WITH OUR SPECIALTY INSTRUMENTS. 


OUR REPAIR DEPARTMENT CAN SHARPEN, CHROME 
PLATE OR ADJUST YOUR OLD INSTRUMENTS AND 
MAKE THEM LIKE NEW. 

SEND US YOUR LIST OF REQUIREMENTS AND WE 
WILL BE GLAD TO QUOTE ON INSTRUMENTS OR 


EQUIPMENT. 


WE CARRY A FULL LINE TREATMENT CHAIRS 


AND EQUIPMENT. 


OF 


WE EXPORT THE WORLD. 


S. G. KREBS CO., 
351 Second Avenue 
New York 10, N. Y. 


Phone, GRamercy 5-0585 


TO ALL PARTS OF 


INC. | 


Distributors for 
Liebel-Flarsheim 
Hanovia 
Birtcher 


and capable of setting up, conducting and 
evaluating product tests. Send complete 
resume to: 


Box 38—Suite 1201 
230 West Street 
New York 36, New York 
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EMERGENCY SURGERY- in patients with 
adrenal insufficiency INJECTION HYDELTRASOL, 
by either intravenous or intramuscular route, meets 
the increased bodily demands for rapid corticosteroid 


In your bag... 
ready for use... 
IMMEDIATELY! 


INJE 


SHOCK — in patients in shock without evidence of 
bloodloss, INJECTION HYDELTRASOL often increas- 
es the blood pressure—can be a lifesaving measure. 


THE FIRST READY-TO-USE, 
SOLUBLE, 

ALL-PURPOSE 
PARENTERAL STEROID 


CTION HYDELTRASOL 


ADVANTAGES 


1. Immediately effective—dramatic response in minutes 
2. Ready for use—needs no reconstitution or refrigeration 
3. In solution—flows readily through a small-bore needle 
ED In 2-ce. and 5-ce. vials, each cc. containing 20 mg. 

of prednisolone 21-phosphate as the di-sodium salt. 

Hydeltrasol is a trademark of Merck & Co., Inc 


SUPPL 


MERCK SHARP & DOHME oivision oF MERCK & CO., INnc., Philadelphia 1, Pa. mOo 
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PTRADEMARK 


SEBASUM is effective as an aid in treating Acne. 
A pleasantly scented solution containing 
polysorbate 80, U.S.P., alcohol and acetone, 
SEBASUM removes excess oils from the skin, 
penetrating the sebaceous follicles through the 
action of its emu!sifying and cleansing agents. 
Widely used in treating Acne and other seborrheic 
conditions, SEBASUM prepares the skin for 
supplemental therapy, if indicated. SEBASUM 

is well tolerated. It is pleasant and comforting 
to the patient. SEBASUM evaporates readily and 
will not stain or leave greasy residuals. 


SEBASUM is packaged in attractive four 
fluidounce and pint bottles. 


Ask your pharmacist to stock 
SEBASUM for your prescriptions. 


Additional literature and samples sent on request. 
SUMMERS LABORATORIES 


INCORPORATED 
AMBLER, PENNSYLVANIA 


YOUR GUIDE TO MEDICAL LITERATURE 


QUARTERLY CUMULATIVE INDEX MEDICUS 


Divided into sections, one devoted to books and the 
other to periodical literature, the QUARTERLY 
CUMULATIVE INDEX MEDICUS contains. in its 
major part, a compilation of periodical references by 
author and subject arranged in one alphabet for easy 
use. The exact bibliographic reference is given under 
the author with the title in the original language. 
while titles under subject headings are all in English. 
The index also includes a listing of journals, ad- 
dresses and publishers. 


The QUARTERLY CUMULATIVE INDEX 
MEDICUS appears twice a year; volumes are 
cloth bound and cover periodicals received within 
the six months indicated. These volumes are a 
convenient and inclusive reference for current 
medical literature. Invaluable for practitioners, 
specialists, teachers, editors, writers, investigators, 


students and libraries. 


Subscription Price $25.00 Per Year 
Canadian and Foreign $27.00 Per Year 


AMERICAN MEDICAL ASSOCIATION ¢ 535 N. DEARBORN ST. ¢ CHICAGO 10, ILL. 
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corticosteroid 


asthm 

allergic rhinitis 
allergic dermatit 
drug reactions 


a new order of magnitude 


in anti-inflammatory potency in dosage reduction ii avoidance of 
new side effects iri therapeutic effectiveness in therapeutic range 


Dosage: One 0.75 mg. tablet of DECADRON will usually re- 
place one 4 mg. tablet of methylprednisolone or triamcino- 
lone, one 5 mg. tablet of prednisone or prednisolone, one 20 
mg. tablet of hydrocortisone, or one 25 mg. tablet of cortisone. 
Additional information on dosage and precautions is avail- 
able to physicians on request. 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped 
tablets in bottles of 100 and 1000. 

a Merck & Co., Inc. *DECADRON is a trademark of Merck & Co., 
inc. 


Ss MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Pleasingly and efficiently 
serving patient and physician 
during all seasons 


SUPERFATTED 


BASIS® SOAP 


For dry sensitive skin 


Available at Prescription Pharmacies 


LABORATORIES, INC. 


SOUTH NORWALK, COWNN., U.S. A. 


Mfrs. of Aquaphor®—Elastoplast® 


For practical information about communi- 


“Doctor, will you tell me.. Ps cable disease, have your patients read: 
SCARLET FEVER 


8 pages, 15 cents 


3 IMMUNIZATION 
What are the symp toms: by Ruth A. Thomas, 8 pages, 15 cents 


° WHOOPING COUGH 
How shall I treat it? by Constance Frick, 4 pages, 10 cents 


PNEUMONIA’S WATERLOO? 
What causes 1t? by William W. Bolton, 12 pages, 15 cents 
WE CAN PREVENT DIPHTHERIA 
by P. S. Rhoads, 8 pages, 15 cents 


AMERICAN MEDICAL ASSOCIATION e 535 NORTH DEARBORN ° CHICAGO 10 


THE FUNGUS DIAGNOSTIC SERVICES 


@ Direct microscopic reports by return mail. ° 
@ Simply mail in skin scrapings, blister tops, oe, or vane clippings 
folded into a slip of paper. ° 
@ Send exudates ina steriletube. ° 
@ Identification of your own cultures. ° ° ° ° 
@ Inquiries invited. ° ° 


H. C. GOLDBERG, M.D., Diplomate Amer. Board of Dermatology 
M. G. GOLDBERG, B.S., Mycologist, 7 Watchung Avenue, Plainfield, N. J., PL 6-7645 


4454 54,5 bb 555555555 
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Torch (available on prescription 


in 4 oz. bottles) 


TELES 


Really new, prompt and effective therapeutic agent in 
control of seborrheic dermatitis, itchy scalp and dandruff. 


TELES ° is a milk-white, unscented shampoo 
TELES * may be employed at weekly intervals or less frequently 


TELES ° does not stain hair of any color 


TELES ° does not stimulate oiliness in the scalp 


TELES * complete directions for use on each 4 oz. bottle 


Samples and literature on request 


Reference: Gross E. R. and Wright C. S., A.M. A. Archives of Dermatology, 78:92, July, 1958 


TORCH LABORATORIES, INC. 
110 Chestnut Street Philadelphia 6 © Pa. *Tellurium Dioxide Suspension, Torch 


THE URIGINAL FISCHERQUART? 


A MUST IN DERMATOLOGY 
OVER 48,000 MANUFACTURED SINCE 1928 
HIGH POWERED GERMICIDAL ULTRAVIOLET 
ine, FOR LOCAL SKIN THERAPY AND FOR 
~ CONSTITUTIONAL EFFECTS 


R. A. FISCHER & CO. 


hs 


517 Commercial St., Glendale 3, Calif. 


SEND MEDICAL REPRINTS TO 


Model No. 88 


fischer no obligation 
FISCHERTHERM — FISCHERSINE — FISCHERQUARTZ -— PEDASINE — _ FISCHER ULTRA SOUND 
GALVANIC AND HIGH FREQUENCY EPILATORS 
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medically 


efficient... 

cosmetically 
acceptable 

to the patient 


ANTIBIOTIC 


For treatment of topical bacterial infections 


Comprehensive Bactericidal Action 
Water-miscible, Uncolored, Unscented 
Unlikely to Sensitize 
Excellent for ‘Aerosporin™ brand 
hairy and intertriginous Polymyxin B Sulfate 
areas of the skin _ 10,000 Units 
Neomycin Sulfate 
5 mg. 
Plastic Squeeze 
Bottles of 20 ce. 
Another fine product from 


ie BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


> 
: 
— 
: of 
: 
192/ 


Specific Antihistaminic Effect 
reduces—erythema, excoriation 
and extent of lesions’ 


Recommended Oral Dosage: 
50 mg. q.i.d. initially; adjust according to 
individual response. 


References: 1. Feinberg, A. R., et al.: J. Allergy 
29 :358 (July) 1958. 2. Eisenberg, B. C., Clinical 
Medicine 5:897-904 (July) 1958. 3. Robinson, 
H. M., et al.: J.A.M.A. 161:604-606 (June 16) 
1958. 4. Robinson, H. H., et al.: So. Med. J. 
50:1282 (Oct.) 1957. 


*Trademark 


Psychotherapeutic Potency 
relieves—tension, anxiety 
and itching.’ 


Supplied as: 

Vistaril Capsules—25 mg., 50 mg., 100 mg. 
Vistaril Parenteral Solution—10 cc. vials 
and 2 cc. Steraject® Cartridges, each cc. 
containing 25 mg. hydroxyzine (as the HCl) 


‘Pfizer, Science for the world’s well-being 


PFIZER LABORATORIES Division, Chas. Pfizer & Co. Inc., Brooklyn 6, N. Y. 
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PHYSIOLOGIC 
WET DRESSING 
FOR SKIN 


POWDER FOR WET DRESSINGS 


PROPHYLLIN combines sodium propionate, a constituent of the protective secre- 
tion of normal skin, with water-soluble chlorophyllin. The result is a natural, non- 
toxic wet dressing, soothing in the most acutely inflamed skin disorders. It can be 
used even around the eyes and genitalia—or as a mouthwash—without fear of 
irritating the mucous membranes. 


PHYSIOLOGIC: contains no chemical irritants or sensitizing agents 
NONASTRINGENT: will not block sweat ducts 


MARKEDLY ANTIPRURITIC 
MILDLY BACTERIOSTATIC AND FUNGISTATIC 
COSMETICALLY ACCEPTABLE: no staining, no objectionable odor 


SUPPLIED: 
In cartons of 12 packets. (Each packet contains 2.3 gm. of powder, for preparation of 8 
fluid ounces of solution containing 1% sodium propionate and 0.0025% water-soluble 
chlorophyllin.) Also in 4-ounce and 16-ounce jars. 


COMPANY MOUNT VERNON, NEW YORK 
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THE BEST IMPROVEMENT VET 


BANDAGE 


DOME 


Frayed edges, uneven 
impregnation, difficult 
to apply. 


Thread-locked edges, 
firmly woven; medica- 
ment spreads uniform- 
ly, easy to apply. 


THE NEW 


The new Dome-Paste 
bandage is flesh colored, 
4” x 10 yd. gauze band- 
age...impregnated with 
glycerine, zinc oxide, gel- 
atine paste. 


RECOMMENDED 
for leg ulcers resulting from 
thrombophlebitis (particular- 
ly the post partum and post- 
operative kinds), stasis edema 
and chronic venous insuffi- 
ciency associated with vari- 
cose veins, and _ varicose 
eczema, lymphatic edema 
and thrombophlebitis of the 
superficial saphenous vessels. 


AVAILABLE 
Individually wrapped in 
sealed polyethylene bags, 
inserted in metal cans to 
insure freshness. 


IN UNNA'S BOOT 


TE’ 


low 


FLESH COLOR 


DOME - PASTE 


tions gently but thoroughly. 


tergents. 


UNSCENTED 


Myristic and lauric acids saponi- 
fied with polyamine alkali to a 
pH(8), 
polycarboxylic 
with lanolin esters, given extra- 


acid, 


ordinary solvency with propylene 
glycol. 


Vegetable or mineral tars may 


be added in desired percentage. 


Removes ointments and medica- 


High foaming, extremely eco- 
nomical in use. 
Tolerated by scalps which shed 


epithelium from overstrong de- 


RETAIL 
PRICE 
$1.50 


BOTTLE 
6 OZ. 


ME CHE miCALS 


Street 


to: 


ETHIX CORPORATION 
P.O. Box 115, Inwood 96, L. I., N. Y. 
Send | oz. sample bottles of ETHIX FORMULA Shampoo 


with neutralized 
enriched 


M.D. 
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(100%, dichloro-tetrafluoro-ethane...contains no ethyl-chloride) 


SKIN REFRIGERANT— 


ANESTHETIC 


Widely Accepted for Local Anesthesia 
in Surgical Planing of the Skin* 


JET-SPRAY PLANER 


This hand-tooled, 
precision-built instrument 
with diamond fraises is 
available for most 
standard planing units. 

In ordering, please specify 
make of planing unit. Full 
information on request. 


*A.M.A. Archives of 

Dermatology, April 1955 

Ref.: Wilson, J. W.; Luikari II, R.; 
Ayres 111, S., Reprints available 


R) REGISTERED TRADE MARK 


1723 WEST SEVENTH STREET 


FRIGIDERM has been researched and developed to meet the 
expressed need of physicians for a well tolerated skin refrig- 
erant-anesthetic...non-explosive, non-inflammable... having 
no general anesthetic properties. 

Today, FRIGIDERNM is one of the preferred products of its 
kind among Dermatologists everywhere. 

FRIGIDERM quickly produces local anesthesia for surgical 
planing in the treatment of scarring due to acne, chickenpox, 
smallpox and trauma...multiple senile keratoses...fine 
wrinkling...traumatic tattoos. 

Also for incision of furuncles, electrocautery to small 
cutaneous tags, flat warts, or for alleviation of needle pain 
during hypodermic injection. 

This freezing agent can be delivered from the spray-top 
container shown above by easy finger pressure. 


Now in the improved 8 oz. container — $2.00 


Fully guaranteed for satisfactory performance 
Available at your surgical supply dealer 


W.T. BRACHVOGEL 


DUNKIRK 4-9273 © LOS ANGELES 17. CALIFORNIA 
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\ Lowila Emollient is a new, effective skin moisturizer for the treatment of 
dry, scaly skin. It contains an excellent keratin-moisturizing agent Kero- 
hydric®, a crystal-clear, dewaxed oil-soluble fraction derived from lanolin. 


Lowila Emollient moisturizes the skin and promotes retention of moisture. 
When applied to the skin, Lowila Emollient provides a partially-occlusive 
“breathing”’ film that: (1) supplies its own water to the dehydrated keratin 
layer, (2) prevents excessive evaporation when the atmosphere is dry, (3) 
allows the skin to absorb water from an atmosphere with normal! humidity. 


Lowila Emollient also supplements natural skin oils, restoring the protec- 
tive action of skin lipids lost through effects of water, weather and deter- 
gents. In Lowila Emollient, Kerohydric is dispersed in a lactic acid buffered 
emulsion that restores and maintains normal skin acidity. 


Indications 

For dryness, flaking and scaling following 
therapy of acute inflammation 

Dermatitis of the hands (“‘Housewives’ eczema”’ ) 

In chronic atopic dermatitis 

Pruritus senilis— pruritus hiemalis 

In nummular dermatitis 

In psoriasis 

Xerosis or asteatosis 

Sunburn 

Diaper rash 

Chafed or chapped skin 

Ichthyosis 
Caution: Lowila Emollient is i occlusive. 
Therefore it should not 
skin is free of inflammation. 

Application: 

Gently rub a small amount into affected 

areas three or more times a day and at 

bedtime. Use particularly after exposure 

to water, soap and detergents. 


Availability: 
Lowila Emollient is supplied in 
62.5 gram tubes. 


WESTWOOD PHARMACEUTICALS 


Division of Foster-Milburn Company 
Buffalo 13, New York 
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wide variety 
PYODERMAS 


BACIMYCIN 


[BACITRACIN-NEOMYCIN] 


OINTMENT 


In a recent study’ of 53 patients with 
various types of pyodermas, the use of 
BACIMYCIN Ointment **... resulted in a 
cure rate of 88%...."' Impetigo, in- 
fectious eczematoid dermatitis, atopic 
eczema, secondary infections superim- 
posed on dermatitis venenata, and 
folliculitis were among the common skin 
infections that showed marked improve- 
ment with BACIMYCIN therapy. 


Walle 


BACIMYCIN rarely produces sensitization 
or primary irritation. 

Supplied in 2 oz. tubes for prescrip- 
tions; in 100 gm. jars for hospital use; 
in Ye oz. tubes for ophthalmic use. Also 
supplied as BACIMYCIN with Hydrocorti- 
sone, Ye oz. tube with applicator tip. 

Literature and samples on request. 


1. Greenhouse, J. M., and Ryle, W. C.: A.M.A. 
Arch. Dermat. & Syph. 69:366 (March) 1954. 


LABORATORIES, INC. MOUNT VERNON, NEW YORK 
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Spreads 


THINLY: EVENLY: ECONOMICALLY © 
in acute dermatologic conditions 


SUPERTAH 


(1.25% COAL TAR FRACTION WITH 
HYDROCORTISONE 1%) | 


water miscible base... purified white tar action’. 
stainless, washable 


maximum efficiency... spreads thinly for evenly 


distributed therapeutic action and great economy 


e enhanced benefits . .. more effé@tive than either 
agent alone 

excellent response . deep penetration to source 
of inflammation 


All Supertah pr 


also available: 


SUPERTAH Ointment 
Provides the therapeutic effectiveness of ti 
proved tar medication 
SUPERTAH S/S (with salicylic acid and 
114-0z. tube) 

for keratolytic action 


1 ore made with refined natural 


ee ee TAILBY-NASON COMPANY, INC. DOVER, DELAWARE 
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